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Vice-President 
India 

New Delhi 
October 21, 1968 

end* **$ 

I am very happy to learn that the Second All India 
Conference on Mental Retardation organized by your Fede¬ 
ration will be held in Bombay The pioneering efforts 
undertaken by your Federation in promoting the welfare of 
these unfortunate brethren have, no doubt, been yielding 
dividends. In planning for rehabilitation of the mentally 
sub-normal, it is not enough if we pay attention only to the 
verbal intelligence of the individual or his competence to 
handle ideas and verbal language. His non-verbal or 
practical intelligence or competence in handling people and 
cultivating personal relations should also be taken into 
account. The Second Conference will, I am sure, highlight 
among other essentia! features, the imperative need for 
enhancing the capacity of the mentally retarded children 
and adults alike for attaining emotional maturity, well- 
integrated personality and adaptive behaviour in conson¬ 
ance with their ability, aptitudes and interest. The process 
naturally involves a comprehensive programme of ‘total 
rehabilitation’ aimed at achieving diagnosis and treatment 
of disabled, educational and vocational training and coun¬ 
selling, psycho social adjustment, occupational placement 
and follow-up. The thought-provoking deliberations at the 
Conference will, I am sure, help to give a bold and fruitful 
lead to the humanitarian movement. I wish your Conference 
success. 

Yours sincerely, 
(V. V. Giri) 





•nfet ?R?t 


RAJ BHAVAN 
BOMBAY 35 (WB) 
16 October 1968 


The problem of mentally retarded children has not 
received the type of attention it deserves in a country of 
the magnitude of India. Bombay in particular and Maha¬ 
rashtra have been in the forefront of what little has been 
done so far. This has but touched the fringe of the prob¬ 
lem and only made us aware of the challenge facing us. The 
example set by our State has to be taken up in all other 
areas and a concerted campaign has to be launched to bring 
uptodate attention to this problem. 

I am happy to know that a conference at the rational 
level is to be held in Bombay in November. I have every 
hope that the experience gathered in Bombay will provide 
such encouragement as would help social welfare workers 
to take it up on a far wider scale. This is a duty we owe 
to succeeding generations. I have no doubt that the con¬ 
ference will prove a success and lay the foundation for an 
adequate scheme for the rehabilitation of the mentally 
handicapped. 


(^P. V. Cherian) 
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MRS. TARA CHERIAN RAJ BHAVAN 

BOMBAY 35 (WB) 
16 October 1968 


The All-India conference on mental retardation which 
is to be sponsored by the Maharashtra council for the wel¬ 
fare of the mentally hadicapped comes at a very opportune 
time. There has been no reliable estimate of the number 
of people who need relief in this connection. But if we go 
by the experience of other countries, we can be fairly sure 
that there will be a staggering total of persons who have to 
be classed as mentally retarded in our country. They 
depend on the public spirit of our people in regard to their 
rehabilitation. Any scheme for their welfare will have to 
take into account that the facilities available now are mostly 
in the private sector and opportunities for their training 
and rehabilitation are extremely limited We cannot, how¬ 
ever, afford to be dismayed by the magnitude of the task. 
We have to make a beginning on a chain of institutions 
which can provide them para-medical and educational, 
facilities. The small number of such institutions which at 
present exist in Bombay will have to provide the nucleus 
for trained workers and the pattern for similar institutions, 
in other States. 

I send my best wishes for the success of the 
conference and I pray it will inspire many other welfare 
bodies to take up this important work on as large scale as 
will be possible. 


(Mrs. Tara Cherian) 



International League of Societies for the Mentally Handicapped 

Ligue Internationale Des Associations D’aide Aux 
Handicapes Mentauv 


October 9, 1968 


On behalf of the international League of Societies for 
the Mentally Handicapped may I extend greetings and all 
good wishes to the Federation for the Welfare of ihe 
Mentally Retarded on the occasion of the second All-India 
Conference. 

We are immensely pleased to note the development of 
the Federation and its growing impact on public concern 
for the Welfare of the Retarded in India. As in all coun¬ 
tries, it is the united efforts of all in a broad national move¬ 
ment that will accomplish the most in meeting the problems 
of mental retardation 


With best wishes for a most successful conference and 
with warm personal greetings. 


Sincerely yours, 
Henry V. Cobb 
President 



All India Association on Mental Retardation 


Office of the President 


It gives me a great pleasure to know that the Second 
All-India Conference on Mental Retardation has been 
organized by the Federation for the Welfare of the Mentally 
Retarded at Bombay from 15th to 17th of November 1968. 

Working for the welfare of the Mentally Haadicapped 
is not only an act of humanism to the children and their 
parents but is also an important contribution to the 
progress of the Nation by enabling such children to become 
independent and productive. 

I wish the Conference all success. 


B. Kuppuswami. 


Jayanagar, BANGALORE-11. 
5th October, 1968. 
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OBJECTIVES 

The second All India Conference on Mental Retardation was 
organised by Federation for welfare of the Mentally Retarded and was 
inaugurated by His Eminence Valerian Cardinal Gracias on Friday the 
15th November, 1968 in the hall of the St. Xavier High school Bombay. 
Dr. J.C. Marfatia President of the Federation presided over the 
Conference. 

The Conference had as its main objectives : 

1. To bring together experts in every field dealing with mental 
retardation to exchange views and coordinate plans. 

2. To bring into the open the facts about mental retardation and 
to educate parents and the public about what can be done. 

3. To encourage parents to join with experts to form local 
organisations to promote the welfare of the mentally retarded. 

4. To encourage research into causes of mental retardation and 
to promote preventive and remedial measures. 

5. To encourage the opening of schools, sheltered workshops 
and homes for the mentally retarded and the training of 
teachers in this field. 

6. To discuss types of legislation which could be introduced in 
India to protect the mentally retarded and promote their edu¬ 
cation, training and employment. 

The concluding session of the Conference was presided over by 
Smt. Mary Clubwala Jadhav, newly elected President of FWMR. 
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Federation for the Welfare of the Mentally Retarded (India) 

The Federation for the Welfare of the Mentally Retarded was 
formed at the First All-India Conference on Mental Retardation in 
Delhi November 1966. Most of the members of the Federation were 
originally the pioneers of the All-India Association on Mental Retarda¬ 
tion which was formed in 1965 at Chandigarh on the occasion of a 
Seminar organised by the Punjab Parent-Teacher Association for the 
Mentally Handicapped Children Subsequent events brought about the 
formation of the Federation with its headquarters at New Delhi. The 
original Association still continues with a more specialized objective of 
encouraging research, with headquarters at Chandigarh. 


Objectives of the Federation 

As a voluntary organization of parents, teachers, psychologists, 
psychiatrists, Medical and paramedical personnel, social workers, 
nurses, vocationat trainers and friends of the mentally retarded, its aims 
are-. 

1. To promote the welfare of the mentally retarded in India. 

2. To encourage the formation of local and State Organisations 
and parents groups. 

3. To serve as an All-India Bureau for the collection and 
dissemination of information about mental retardation. 

4. To organise symposia, seminars, conferences and exhibitions 
on mental retardation. 

5. To encourage investigation into the causes of mental 
retardation and to promote preventive and remedial 
measures. 

6. To help formulate standards for institutional welfare 
education and rehabilitation of the mentally retarded. 
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7. To help promote training and education in the field of mental 
retardation. 

8. To promote sheltered workshops and employment facilities 
for the mentally retarded 

9. To promote legislation for the welfare of the mentally 
retarded. 

For information apply to Mrs. S. V. Char Model School, Kasturba 
Niketan, Lajpat Nagar. New Delhi, Telephone 624328. 

FEDERATION EXECUTIVE COMMITTEE 

President 

Mrs- Mary Clubwalla Jadhav (Madras) Social Worker 
President Elect 

Smt. Kamalini Sarabi (Ahmedabad) Psychologist 

Immediate Past President 

Dr. J.C. Marfatia (Bombay) Psychiatrist 

Vice-President 

Dr B. N. Roy (Calcutta) 

Mjs. K. Nimbkar (Bombay) 

L)r. Rev. A.J. Malin (Nagpur) 

Mrs. Sadhindra ChaUdhuri (Delhi) 

Mrs. G. Z. Kothawala (Bangalore) 

Mr. G. B. Pai (New Delhi) 

Lt. Gen. Sir H. Williams (Bombay) 

Mrs. Selwyan (Bombay) 

Treasurer 

Mr. K. R. Baliga (New Delhi) Parent 

General'’Secretary 

jMrsii SJV Char (Delhi) Pedagogue 

Joint Secretary 

Miss Gool K. Boi (Ahmedabad) Educationist 


Pediatrician 
Occupational Therapist 
Psychologist 
Social Worker 
Parent 
»> 

Social Worker 
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Members 


Miss Tillou (Bangalore) 

Educationist 

Miss Rekha Ghosh (Calcutta) 

Educationist 

Mr. P. Naraynan Madras) 

Social Woiker 

Mr. C. J. Puri (Delhi) 

Psychologist 

Dr. Bhaskaran (Ranchi) 

Psychiatrist 

Mrs. Srinvasan S. (Bombay) 

Educationist 

Mr. Pushotham A. (New Delhi) 

Parent 

Mr. Narielwala P.A. (New Delhi) 

Social Worker 

Mrs. Jackson P. (New Delhi) 

Parent 

Mrs. Friese A. (New Delhi) 

Educationist 

Dr. Wanker (Nagpur) 

Educationist 

Mr. Mahoni (Nagpur) 

Educationist 

Mr. Agnohotri (New Delhi) 

Parent 

Dr. B. Ramnujam (Ahmedabad) 

Psychologist 

Mrs. Kamal (Lucknow) 

Psychologist 

Mrs. Divatia (Bombay) 

Social Worker 

Mr. Ahmed (Rajkot) 

Psychologist 

Mrs. Sindu Joshi (Poona) 

Social Worker 

Mr. Baoz (Madras) 

Psychologist 

Dr. Lamba (Lucknow) 

Psychologist 
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The Maharastra Council for the Mentally Handicapped 

This Council was organised under the patronage and inspiration 
of Mrs Tara Cherian on February 29, 1968 to promote coordination 
and assistance for the 20 homes, schools and classes in the State of 
Maharashtra which are presently working for the mentally handicapped. 
Convened at Raj Bhavan the representatives of 15 of the institutions 
agreed on a name and on several ad hoc sub-committees to work out a 
common constitution, to prepare, to host the Second All-India 
Conference of the Federation for the Welfare of the Mentally Retaided 
(India), and to promote the tour of a foreign expert with a Flag Day. 
A Constitution is being presented to a General Body meeting at this 
Conference after which the first election of officers will take place, and 
formal registration of Council as a Society. 

The aims of the Council are similar to those of the Federation 
and it is hoped that the application for affiliation to the same will be 
granted in good time. Although the original meetings have been exclu¬ 
sively limited to institutional representation, the proposed constitution 
makes provision for the admission of individual parents and profes¬ 
sionals which it is hoped will bring mutual encouragement and 
inspiration as well as material aid to all concerned 

After the Conference the next important programme of the Coun¬ 
cil will be to conduct a Flag Day during the first week of December 
which has traditionally been observed during the past five years as a 
national “Week” for the retarded. The Proceeds of the Flag Day have 
been allocated for the expenses of the Conference and the Indian tour 
of famed Dr. Maria Egg of Switzerland which has been postponed to 
next year. 

Rules Sub-Committee 

Chairman and Co-Chairman : Mrs. J Vakeel and Mrs. L. Manilal 
respectively. Members Mr. Ardhapurkar, Mrs, S. Srinivasan, 
Mrs. Virjee, Dr. Mrs. Wankar Sr. Solange. 
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Conference Sub-Committee 

Chairman and Co-Chairman : Mrs. J. Wadia and Dr. (Rev ) A. 
Malin respectively. Members : Mrs. Durga Jain, Mrs. Palande 
Mrs, S. Ayar, Mrs S. Joshi, Mrs. L Pereira. 

Tour and Flag Day Sub-Committee 

Chairman : Mrs. T. Selwyn- Members : Mrs. N. Divatia. Mrs. 
Bulsara, Mrs. K. Shevade, Mrs. S. Sidhar, Mr. M. Trazzi, Mr. Homi 
Shroff. 

Mrs. N. Divatia was selected as General Secretary of all three sub¬ 
committees. Dr. (Rev.) A. Malin was Convener of the joint sub-com¬ 
mittee meetings. Mrs. Tara Cherian was unanimously selected as Patron 
of the Council. 

Temporary Office for the Council is the same as that of the 
Conference : Esperanca Building., Ground Floor., Colaba Causeway, 
Bombay-1. 

Conference Committee 

Patron : Mrs. Tara Cherian 

Patron : His Eminence Valerian Cardinal Gracias 

President : Mrs. Kusum Wankhede 

Vice-President: Mrs. J. Vakeel 

Chairman : Dr. J. C. Marfatia 

Co-Chairman : Dr. (Rev.) A. Malin 

General Secretary : Mrs. Durga Jain 

Joint Secretary : Mrs. Nandini Divatia 

Finance Secretary : Mr. B. Srinivasan 

Joint Finance Secretary : Mrs. T. Selwyn 

Exhibition Committee : Mrs. K. Nimbkar 

Accommodation Committee : Mrs. J. B. Wadia 

Transport Committee : Mr. S. Ardhapurkar 

Catering Committee : Mrs. G. Mathias 

Films Committee : Mr. K. S. Parthasarathy 

Publicity Committee : Mr. Brendan Pereira 

Executive Secretary : Mr. Theo Moniz 



Declaration of General and Special Rights of the 
Mentally Retarded 


WHEREAS the universal declaration of human rights, adopted by 
the united Nations, proclaims that all of the human family, without dis¬ 
tinction of any kind, have equal and inalienable rights of human dignity 
and freedom; 

WHEREAS the declaration of the rights of the child, adopted by 
the United Nations, proclaims the rights of the physically, mentally or 
socially handicapped child to special treatment, education and care 
required by his particular condition. 

Now Therefore 

The International League of Societies for the Mentally Handicapped 
and Federation for Welfare of the Mentally Retarded (India) 
express the general and special rights of the mentally 
retarded as follows 

Article I 

The mentally retarded person has the same basic rights as other 
citizens of the same country and same age. 

Article II 

The mentally retarded person has a right to proper medical care 
and physical restoration and to such education, training, habilitation 
and guidance as will enable him to develop his ability and potential to 
the fullest possible extent, no matter how severe his degree of disability. 
No mentally handicapped person should be deprived of such services by 
reason of the costs involved. 

Article III 

The mentally retarded person has a right to economic security and 
to a decent standard of living. He has a right to productive work or to 
other meaningful occupation. 
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Article IV 

The mentally retarded person has a right to live with his own 
family or with foster parents; to participate in all aspects of community 
life, and to be provided with appropriate leisure time activities. If care 
in an institution becomes necessary it should be in surroundings and 
under circumstances as close to normal living as possible. 

Article V 

The mentally retarded person has a right to qualified guardian 
when this is required to protect his personal well being and interest. 
No person rendering direct services to the mentally retarded should also 
serve as his guardian. 

Article VI 

The mentally retarded person has a rignt to protection from 
exploitation, abuse and degrading treatment. If accused, he has a right 
to a fair trial with full recognition being given to his degree of 
responsibility. 

Article VII 

Some mentally retarded persons may be unable due to the severity 
of their handicap, to exercise for themselves all of their rights in a mean¬ 
ingful way. For others, modification of some or all of these rights is 
appropriate. The procedure used for modification or denial of rights 
mast contain proper legal safeguards against every form of abuse, must 
be based on an evaluation of the social capability of the mentally 
xetaided person by qualified experts and must be subject to periodic 
reviews and to the right of appeal to higher authorities. 


ABOVE ALL-1HE MENTALLY RETARDED PERSON HAS 
THE RIGHT TO GET RESPECT 


Nov. 16, 1968. 
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PROGRAMME 

Friday, 15th November, 1968 

I 10.00 a.m. Registration of delegates at St. Xavier’s High School. 

6.30 p.m. INAUGURATION OF CONFERENCE AND 

EXHIBITION. 

1. Opening Dance Prayer by Gyan Prakash Ashram Choir. 

2. Welcome Address by Shrimati Kusum Wankhede, 
President of the Organizing Committee. 

3. Council Report and Messages by Mrs. T. Selvyn, 
Chairman of the Reception Committee. 

4. Inaugural Ceremony : Lighting of the Lamp and 
presentation of gifts to the chief guests. 

5. Address by His Eminence Valerian Cardinal Gracias 
of Bombay. 

6. Address by the Honorable Chief Justice of the 
Maharashtra High Court, Mr. S. P. Kotwal. 

7. Presidential Address by Dr. J. C. Marfatia, President 
of the Federation for the Welfare of the Mentally 
Retarded (India). 

8. Vote of Thanks by Mrs. Nandini Divatia, Secretary of 
the Maharashtra Council for the Mentally Handicapped. 

9. National Anthem. 

8.00 p.m. His Eminence the Cardinal opens the exhibition 

organized by the Indian Society for the Rehabilitation of 

the Handicapped. 


9.00 p.m. Films. 
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Saturday, 16th November, 1968 

9.00 a.m. Meeting of the Federation Executive Committee. 

11 9.30 a m. FIRST PLENARY SESSION 

Subject : Medical and Paramedical Disciplines in 

Mental Retardation. 

Chairman : Dr. D. S. Hajarnavis, Deputy Director of 
Social Welfare for the Handicapped ot 
Maharashtra. 

Speakers and Papers 

1. Dr. E. P. Bharucha, M. D. (London) : The 
Neurological Aspects of Mental Retardation. 

2. Dr. (Mrs.) Piloo E. Bharucha : The Pediatrician and 
the Mentally Retarded Child 

3. Miss Glenda Lopex, O.T.R., Secretary of the Indian 
Association of Occupational Therapists: The Retarded 
Child and Occupational Therapy. 

11.00 a.m. Coffee Break. 

11.15 a.m. Panel Discussion and Question Box by Plenary Session 
Speakers. 

Chairman : Mrs. K. Nimbkar General Secretary of the 
Indian Society for the Rehabilitation of the 
Handcapped. 

Reporteur : Mrs. Jackson. 

12.30 pm. Lunch. 

Ill 2.00 p.m. SECOND PLENARY SESSION 

Subject : Fducation, Training and Rehabilitation. 

Chairman : Mrs. S. V. Char, Principal, Model School 
for Mentally Deficient children, New Delhi. 
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Reporteur : Mr. C. J. Puri. 

Speaker and Papers 

1. Miss Rekha Ghosh, Superintindent of Bodhi Peet, Calcutta : 
Learning in the Mentally Retarded. 

2. Miss Gool K. Boi, B.A., Dip., S.S.A., M.A. (USA), Sharada 
School for Mentally Retarded Children, Ahmedabad : 
Language Programme as Implemented at Sharada. 

3. Mr. K. M.Ahmad, M.A. (Psy.) ; M. Ed., Supt. of the Home 
for Mentally Deficient Children, Rajkot: The Brain Injured 
Child. 

4. Major T. Ramchandra, Secretary, Bharat Sewak Samaj, New 
Delhi: The Educational Principles of Rudolph Steiner. 

5. Dr. (Rev.) A. J Malin, Director, Research Clinic on Mental 
Retardation, Nagpur : *How Valid is the Laterality 
Dominance Therapy of the Doman-Delacate Technique? 

6. Dr. B. K. Ramanujan, B. M. Institute, Ahmedabad : A Pilot 
Study of Slow Learners in Six Selected Municipal Schools. 

7. Mrs. C. Khan, B.A., T.C.D., Dip. Aud. (Manchester), 
Principal of the Education Audiology & Research Centre, 
Nepean Sea Road, Bombay : The Training of the Mentally 
Handicapped Deaf. 

4.00 p m. The break followed by Panel Discussion on the above 
topics. 

IV 5.00 p.m. THIRD PLENARY SESSION 

Subject: Educational and Vocational Rehabilitation. 

Chairman : Prof. Dr. M. Kale, Head of the Department of 
Psychology, University of Bombay. 
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Papers 


1. Mr. B.S Ardhapurkar, Supt. Home for the Mentally Deficient 
at Mankhurd, Bombay : An Ideal Institution for Mentally 
Retarded Children Elwyn Institute, Pennsylvania, U.S.A. 


2. Mr. G. T. Malta, Lecturer, Vocational Couidance at All 
India Institute of Physical Medician and Rehabilitation, 
Bombay : Vocational Rehabilitation and Sheltered 
Workshop Programmes. 


3. Dr. Sosi Roy, Supervising Psychologist, Alakendu Bodh 
Niketan, Calcutta: Towards a Curriculum for Mentally 
Handicapped Children. 

4 Mrs. Nirmala Srivastava, Department of Education, Lucknow 
University : Parents and the Challenge of Mental 
Retardation. 

5. Mr. S. C. Arya, Psychiatric Social Worker, G. C. M. School 
for Mentally Retarded Children, Varanasi: How a Mentally 
Retarded Child develops Intellectually. 


6.30 p.m. General Body Meeting 
Officers. 


of the Federation Election of 


8.00 p.m. Dinner. 
9.00 p.m. Films. 


Sunday, 17th November, 1968 

V 10.00 a m. FOURTH PLENARY SESSION 

Subject: Psychiatric and Psychological Disciplines in 

Mental Retardatioa. 

Chairman : Dr. J. C. Marfatia. 

I. Dr. N. S. Vahia M. D., Hon. Psychiatriat G. S. Medical 
College & K.E.M. Hospital, Bombay : Problems Associated 
with Mental Retardation. 
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2. Dr. M.R. Gamat. MBBS., DCH (Lond ) DPM (Eng.) 
Hon. Psychiatrist M.S.W.C. Child Guidance Clinic, 
Bombay : I S Psychotherapy Possible and Profitable in 
Mental Retardation. 

3. Dr. Alan D’Sovtza, MB, DGO. DPM (Bom.), Hon. 
Psychiatrist at Canossa Convent Clinic and Class for 
Retardates, Bombay : Problems with Parents of the 
Mentally retarded. 

4. Mr. Charanjit Puri, M.A., LL.B., Psychologist at the 
Child Guidance School, New Delhi : Emotional 
Problems of the Mentally Retarded Children. 

11.30 a m• Coffee Break. 

11.45 a.m. Panel Discussions. 

Chairman : Dr. N. S Vahia, 

Repoiteur : Miss Gool K. Boi. 

01.00 p.m. Lunch Break. 

VI 02 GO p.m. FIFTH PLENARY SESSION. 

Subject : Projects and Community Relations. 

Chairman : Mrs. M. Clubwala Jadhav. MLC, J.P. 
Reporteirr : Mr. P. Narayanan 
Speakers & Papers 

1. Mr. P. Narayanan, B Sc., Dip. SSA, Superintendent of 
Bala Vihar, Madras : Research on Day Care Centres 
and Parents sponsored by the OVR of the USA 

2. Mrs. S.V. Char, B.Sc., M.A. (Psy.) M.A.fEd.) Principal, 
Model School for the Mentally Deficient Children 
New Delhi -.Legislative Aspect of Mental Retardation. 

3 Dr. J. N Vazifdar M. D. General Secretary of the 
Maharashtra Red Cross Society Bombay : The Red 
Cross and Mental Retardation. 
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4. Mrs. G. Z. Kothawala, Bangalore : How We Devised a 
Trust for our Retarded son. Paper read by Mr. T. Moniz. 

5. Miss Freny B. Gandhi, B.A., Dip. S.S.A., M.A. 
(USA), Senior Psychiatric Social Worker in Godavari 
Centre for Family Relations, B.M. Institute, 
Ahmedabad : Social Services in Mental Retardation. 

6. Dr. (Mrs.) Wanker, Organiser of the VRA (USA) 
Project for Nandanvan School for the Mentally 
Retarded, Nagpur : Sheltered Workshop Project for 
Retarded Adolescents. 

7. Dr. B. Mohan MSW, P.hd., Department of Sociology, 
University of Lucknow : The Adult Retarded-Summary 
of paper read by Mr. V. Parthasarathy. 

3 30 p.m. Tea Break and closing of the Exhibition. 

VII 4.00 p.m. CONCLUDING SESSION 

Chairman: Mrs. M. Clubwala Jhadav-newly elected 
president of the Federation for the Welfare 
of the Mentally Retarded. 

Reading of the reports of the Panel Discussions. 

Report of the Resolutions Committee by Mrs. S. V. Char. 
Vote of thanks by Dr. (Rev.) A. Malin, Co-Chairman 
of the Organizing Committee. 
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1. INAUGURAL SESSION 
Sbrimati KUSUM WANKHEDE 

President of the Orginising Committee 

His Eminence VALE RIAL CARDINAL GRACIAS 

Inaugural Address 

Shri S.P. KOTWAL 

Chief Justice of the Maharashtra High Court 

Dr. J. C. MARFATIA 

President, Federation for the Welfare of the Mentally Retarded (India) 
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Our Obligation Towards the Mentally Retarded 

Valerain Cardinal Gracias 

Independent India has had to grapple with a host of gigantic 
problems. One of these is the problem of the mentally retarded. 
Unfortunately, for a variety of reasons this problem has 'not been given 
the attention it deserves. Perhaps even the magnitude of the problem 
has not been grasped. A conservative estimate would put the number 
of mentally retarded in India at 130 lakhs. If to this figure is added 
the 260 lakhs of parents of retarded persons, we would arrive at the 
staggering conclusion that the problem of the mentally retarded afflicts 
one out of every twelve persons of our country. Hardly any handicap 
or affliction affects so many people and so frustratingly as mental 
handicap. 

The mentally retarded, whose mental development does not 
correspond to their age and who, in all probability, will not attain that 
degree of development, experience immense difficulties of adapation in 
a fast moving and evolving world. Often the object of misunderstanding 
and even of scorn, the mentally handicapped are regarded as useless 
members of society, and as incomplete persons whose personal and 
social rights are at times assailed. Yet, as Pope Paul VI in his Encyclical 
‘On the Development of Peoples’ has said, “in the plan of God, every 
man is called to self-development”. Every human being is made to the 
image and likeness of God, and ought to be able to develop and trade 
with the talents given him by God. And this is true even of the 
handicapped and retarded. Dr. Maria Egg-Benes, in her autobiogr¬ 
aphical sketch entitled ‘My heart belongs to those’ says, “The feeble¬ 
minded person belongs to that creation made after God’s image, 
admittedly an imperfect image as we all are. Measured then against 
the Absolute Perfection the difference between me and a Mongoloid is 
really so small that it is hardly noticeable.” Mental retardation is a 
condition of impaired mental development that does not permit the 
individual to compete in society. But like every normal child, the 
moderafe and severely handicapped can be led to the knowledge of 
God, and to leara to love Him. The mentally deficient are indeed 
capable of love and affection, but incapable of grievious sin, and so, 
in a way are ready-made saints in the eyes of God. We Christians 



22 


believe that the mentally retarded have also been redeemed from sin by 
Jesus Christ, and one day wilt live in its fulne-s their destiny as children 
of God. A mentally handicapped person possessing as he does all that 
esentially constitutes a human person, strikingly brings home to us a 
fundamental truth—our total and complete dependence on God. A 
mentally deficient person is a living reminder to us of those words of 
St. Paul: “What do you have that was not given to you? And if it 
was given, how can you boast as though it were not?” (I Cor. 4:7) and 
when he exhorts us to bear one another’s burdens. Pearl Huck, the 
well-known author and the not so well-known mother of a mentally 
retarded child wiote : “The test of any civilization is the measure of 
consideration and care it gives to its weakest members.* 

What then should be the attitude of society towards these unfor¬ 
tunates to enable them to realize their god-given vocation as human 
persons and as children of God? Mental deficiency or retardation must 
never be regarded as an unavoidable and incurable ill, which is only to 
be tolerated. Rather eveiy effort must be made to combat it, in its 
causes and in its effects. But in the attempt to prevent this scourge we 
cannot yield to the nmpta ion of employing means which are contrary 
to human dignity, or the sacredness of life. The adoption of measures 
such as sterilization, euthanasia, etc would indicate a defeatist mentality, 
a mentality which is egoistic and purely materialistic. 

The task of society is not to get rid of these who are mentally 
retarded, but to care for and educate them. This calls for an unselfish 
collaboration on the part of many : of those given to research who 
investigate and try to find and remove the causes of mental retardation, 
of these who apply the discoveries of modern science to the treatment 
of the mentally handicapped, of those specialized and trained persons, 
who take charge of these unfortunates and strive to bring them to the 
furthest limit possible to them in personal and social life. 

This collaboration evidently calls for a spirit of abnegation, of 
sacrifice and of love. As Pope Paul VI said in an address to the 
conference held in Rome in January 1965 of experts on the Social, 
Professional and Rel gious Integration of Mentally Deficient Persons: 
“Better than anyone you know the great cost in self-sacrifice, gentleness 
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and patience' in the face of tribulation. Empiricism no longer suffices 
today. Real psycho-pedagogical training has become indispensable in 
this area where so much progress has been made by specialists. In 
addition, there is need for inexhaustible qualities of mind and heart, 
the conviction that education is possible in spite of only slightly apparent 
fesults, and an untiring perseverance to create a climate of friendship 
and necessary for the sustaining of work. In a word, it is your love 
for this handicapped being which motivates you and which alone can 
inspire his personal awakening and the development of his personality.” 

The efforts of specialists, indispensable as they are, must,,to be 
really successful, be joined to those of the families of the mentally 
handicapped. Unless clearly unequal to it, it is the family which is 
primarily responsible for the education of a mentally handicapped child, 
and the family should never, at least morally, shirk this responsibility, 
for the greatest distress experienced, even if not manifested outwardly, 
is that of being abandoned by one’s own. It is true that the arrival of 
mentally retarded child can precipitate a theological crisis in the family, 
The emotional impact upon some parents is enough to-shatter their 
religious faith & family unity. On the other hand, their religion and their 
spirit of faith or of supreme importance for the parental acceptance of a 
retarded child, even as religion and the spirit of faith are the principal, 
if not the only motivating factor, which gives purpose to the lives .of the 
retarded. Studies that have been made show that nearly 70% of the 
parents have had a greater stimulation of their faith because of their 
retarded child, and as.expressed by some ,> were turned from the super¬ 
ficialities of life to those things that really matter. One parent testifying 
at a legislative hearing for the liberalization of abortion laws was 
asked : “If you knew that your child wOuld be mentally defective, would 
you have allowed''it 'to be born?” She replied: “After 19 years of 
heartbreaking rrbut wonderful experience—my answer would be an 
unqualified, ‘Yes’. I received far more than I gave’’. As Pope Paul 
VI put it ,in his abovementioned Address, work for the mentally 
handicapped “is in the spirit of asceticism, it is at the same time a 
school for perfection and a way of holiness. The good which is done for 
others also enriches him who does it.” 
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What has India, faced as she is with so many gigantic 
and pressing problems, done for the mentally handicapped? 
Alas, very little. The total number of institutions, both 
Homes and day-schools, in India comes to roughly 50, and 
these have a total stredgth of barely 1500. However the 
state of affairs in Maharashtra and Bombay City, in 
particular, is considerably better. Besides the pioneer 
institutions of the Mankhurd Home, which is more than 
25 years old, and the school of Mrs. J. Vakil, Maharashtra 
has 30% of the residential institutions. Amongst these, 
‘The Haven* founded in 1954 by Mrs T. Selway is the first 
registered residential school in the State. Maharashtra also 
has over 40% of the day-schools in India with over 40% of 
the total enrolment in such institutions. Our State therefore 
has been a pioneer in India in all fields of welfare for the 
retarded. This present All-India Conference is also 
something of a reparation, on a national scale, for any 
neglect or omissions in the past. The little that has been 
largely due to the dedication of brave mothers and women. 
The scope for work in this field is tremendous, and I hope 
religious bodies and groups will take a more active interest. 
These mentally handicapped children need love and 
dedicated service, which religious motivation should be the 
first to supply. 

In conclusion, let me wish this Second All-India 
Conference on Mental Retardotion every success. May God 
bless your labours, and may your example be an inspiration 
to others to work in a spirit of collaboration, so that we 
learn to accept our handicapped members in a gesture of 
brotherly love and welcome. 
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Mental Retardation and Law 

Hon’ble Chief Justice 
Mr. S. P. Kotwal 

I feel honoured to be invited to address an All India Body like 
yours composed as it is of specialists and persons of knowledge and 
experience in the care and rehabilitation of the mentally handicapped. 
You are all engaged in a truly noble task and one like me feels a little 
diffident—and I confess not a little envious—in the presence of so many 
selfless workers. The effort to rehabilitate the mentally retarded has so 
far been mostly private, excellent though it has been, the Federation and 
the Maharastra Council providing rallying point. There is the unique 
Chembur Children’s Certified School at Mankhurd started in 1941 and 
there is the School run by Mrs. Vaheel from 1944 and several other 
private Schools, 14 in Bombay and 6 outside. There is, however, a vast 
field of work in other cities and places outside the cities. Thus so far 
our effort is limited in its scope and necessarily so but it has not even 
touched the fringe of the problem of the rehabilitation of the mentally 
retarded. 

We who are connected with law and the law Courts come across the 
problem of mental retardation only occasionally. The problem usually 
comes before us when some one applies for the Guardianship of the 
mental retardate or some crime or offence has taken place against person 
or property of the mental retardate or he himself commits some wrong 
or some one applies for his commitment as a person of unsound mind 
to a mental institution. In the latter case we take the evidence of a 
Psychiatrist or a Medical Officer in charge of a mental home and decide 
as best as we can whether the reception order should be made or not. 

In connection with such proceedings I would ask you to consider 
three points : 

(1) The first is that the Magistrate or Session Judge, as the case 
may be, is himself just a layman and not trained n* dealing 
with mental cases at al I. Yet all sorts of cases some purely 
medical, arc put tip befare him. He has of necessiry to depend 
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on expert advice or the evidence of a specialist, and that is not 
easily forthcoming except in the large cities. One of the best 
illustrations I can give is the case mentioned by Sir James 
Stephen—an eminent Jurist himself—of the idiot who cut off 
the head of a man whom he found'sleeping, because, as he 
explained, “It would be such fun to watch him looking about 
for his head when hemwoke”. That case should never have 
Come before a regular Court of law. It was essentially a case for 
a psychiatrist and for medical treatment. The verdict of the 
Court held its own sardonic humour. “It is probable’’ said the 
Judges” that the idiot was quite aware that the man was 
entitled to the possession of his head and expected that, if he 
was detected, he would be well cuffed by the man and very 
probably taken by the police. It is quite certain he had no 
idea that his fun would be lost, because the man would mver 
awake'L From the point of View-of the crime, the verdict 
would probably be the same if given by a psychiatrist, but the 
analysis of mind in the case and the cure or remedy applied 
would, I am certain, be radically different. 

The case illustrates the great need for separate Courts to try such 
cases of mental retardation. These Courts must be presided over by a 
person trained in the diagnosis and treatment of such cases and not 
merely someone well versed in law. We have separate courts to try 
vagrants, and juvenile offenders. Why not . a Court to try cases , of 
mental retardates. 

1 2 The second point I would make'is that in India the ..only law 
Which governs every case of the mentally retarded is the 
Indian Lunacy Act of 1912. A lunatic is defined in this Act 
to mean “an idiot or person of unsound : mind”. The 
expression “unsound mind” also finds place in,, the Indian 
Penal Code, Sec. 84, which says that “Nothing is an bffence 
which is done by a person who, at the time 6f doing by reason 
of unsoundness of mind, is not capable of knowing the nature of 
the act or that he is doing what is either wrong or contrary to 
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law”. The expression “unsoundness of mind” or “person of 
unsound mind” gave rise to con>iderab!e difficulty to begin 
with until the answers of the English House of Lords were 
given in the famous case of Me Naughton (10 Cl. and Fin 
200; 8 E.R. 718). Today the position is fairly clear, In order 
to establish a defence on the ground of “insanity” or 
“unsoundness of mind” it must be clearly shown that at the 
time of committing the act, the party accused was labouring 
under such a defect of reason from disease of the mind, as 
not to know the nature and quality of the act he was doing, 
or (if he did know tlm) not to know that what he was doing 
was morally wrong. As to his knowledge of the wrongfulness 
of the act the Judges say ••If the accused was conscious that 
the act was one which he ought not to do and if that act was 
at the same time contrary to the law of the land he is 
punishable”. Thus the test is the power of distinguishing 
between right and wrong not as was oDce supposed in the 
abstruct—but in regard to the particular act committed. 

(3) But this law makes no distinction between the lunatic and the 
mental retardate, much less does it make any distinction 
between those who are mentally ill and those who are only 
mentally handicapped. Unsoundness of mind is a rather 
generic expression. It includes a mind rendered unsound by 
illness or disease as due to inherent deficiency or defect, but 
the law unfortunately does not distinguish between the two 
cases. However, modern research and the best learning on 
the subject today has established beyoud doubt that the 
mental retardate is not a person who is suffering fiom mental 
disease but one who is simply mentally deficient. He may be 
compared to a dwarf; he is healthy in every respect 
functionally as well as organically but has just not been able 
to grow up to his normal stature mentally. Of course, this 
suppression of growth may be due to diverse causes. Medical 
man tell us that it may, among other causes, be due to pre¬ 
natal causes, injury, glandular defects, some hidden growths 
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or genetic deficiency. Thus illness or disease may have caused 
mental deficiency or retardation but mental deficiency or 
retardation is not itself an illness or a health hazard. Mental 
retardation is no more a mental illness than is blindness or 
deafness. The mind has been merely arrested in its growth 
or development or handicapped by brain damage. There is 
no mental derangement or madness involved. 

Of course, in the class of the mentally retarted also there are 
different categories. In the old days they were referred to as morons, 
imbeciles or the congenital idiots. Today we refer to them 
euphemistically as educables, trainables, custodial or moderately severe 
cases and cases of perfound mental retardation. 

But while psychiatry and medicine have progressed so far, the law 
in its normal conservatism has remained painfnlly static. It still classifies 
al l cases under the head “unsoundness of mind”. It does not recognise 
any difference between disease and natural deficiency. Rather it treats 
of natural deficiendy also as a disease. The position is the same even 
in the United Kingdom. The British Parliament passed the Menta 
Health Act in 1960 but even there they have used the ambiguous 
expression “mental disorder” which covers mental illness as well as 
mental deficiency. 

All this must naturally be productive of the utmost harm to those 
who are not affected by disease. The mental retardate needs treatment 
all his own. He stands the best chance of being rehabilitated by being 
always in the company of normal human beings even while under 
treatment and yet the law classifies him an ill or diseased person and 
treats him as such. In India he can only be sent to a lunatic saylum. 

It is here that a conference like this comes into its true role. The 
first requisite of any improvement of conditions of the mentally retarded 
is an accurate and collated dissemination of the facts pertaining to the 
problem. There are as yet very little reliable and scientifically compiled 
statistics pertaining to the mentally handicapped. A conference like 
yours could appoint a number of committees or sub-committees to 
gather that information 'and classify mental retardness into the categories 
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such as I have mentioned. It is also necessary to misseminate knowledge 
about the latest scientific methods of care and treatment among our social 
workers and legislators. The later must realise that our law is archaic 
in the extreme and is doing more harm than good; that a lunatic is 
different from a mental retardate and that a different mode 
of treatment and care is necessary for him and therefore a separate and 
special law. Above all, you have to enlighten and awaken the people 
to the magnitude and gravity of the problem. Only so can you 
create the necessary climate favourable to an amendment of the law or 
should 1 rather say, the enactment of a new law exclusively for the care 
and treatment of the mentally retarded. 

In this connection I may touch upon an aspect which is peculiar 
to our country and which every social worker sometime or another 
comes up against—viz. the fear of separation of the infirm from their 
family even for a short while and a complete reluctance to put the 
mentally retarded child in the hands of a specialist. In cases of 
profound mental retardation or even moderately severe cases separate 
treatment in a home or hospital would g.ve the best chance of 
improvement to the retardate but here the age-old reluctance of 
relatives to entrust the retardate to strange hands; to separate him or 
her from the family has to be overcome. The remedy lies, so far as I 
can see, in more propaganda and education of the public in the 
advantages of scientific care and treatment. We must sell the idea that 
the handicap of mental retardation can be overcome by the application 
of scientific knowledge and methods of treatment. We Indians are far 
too sentimental but the consequence has been not greater vigilence of 
the infirm but complete apathy to malady and infirmity and it must be 
a major part of your function to overcome both sentiment and apathy. 

The problem as I see it, in a country like ours is stupendous. We 
have not as yet the advantage of any methodical enumeration or 
analysis of the number of mental retarded in India. In foreign lands 
where some scientific statistics have been compiled it has been esti ma ted 
that 2% to 3% of the population suffer from mental retardation. With 
our colossal poverty and malnutrition; sub-normal public health and 
sanitation, I conceive, the percentage in India would be much higher. 
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That should suggest that, conservatively speaking there are about 10 to 
12 million retardates in India alone and not less than half of them are 
children or people of young age. This vast number of people will have 
to be maintained, fed and clothed by the country throughout their lives 
without any sort of contribution from them to the national economy. 
They are thus a severe drag upon the society and the nation’s economy. 
If only half this number could be rehabilitated and such capacity as they 
possess put to use, much loss to the nation could be saved. Truly has 
it been said that the test of any civilization is the measure of considera¬ 
tion and care wh'ch it bestows upon its weakest members (Pearl Buck). 


No one has taken an account of the consequences of this problem 
upon the economy of the country. Conference like yours confers an 
immense benefit upon the country by merely highlighting the problem 
of mental retardation and its consequences. It is really and truly a 
national problem and I venture to think one which the State alone can 
be equal to solving. Bodies like those represented at this Conference 
have limited resources and while they are doing wonderful work, they 
cannot with their limited means hope to resolve a problem of this 
magnitude. It is time that the State with its resources took it upon 
itself to tackle it or at least to resolve it, by making adequate financial 
and legislative provision. 

One <hing is certain, however, that in a democratic country like 
ours and indeed m any civilized country to-day the problem of 
mental retardation cannot be solved as it was attempted to be solved in 
Hitler’s Germany by staiilization or eugenic elimination of the 
handicapped. Indeed, science has developed and progressed because of 
the handicapped and the infirm. We would have to relapse into 
barbarity again to be able to solve this problem by the simple expedient 
of elimination- The best answer to any such sugaestion was recently 
given in an American case by Judge Learned Hand- On 12th October 
1939 Louis Repoudle, an alien residing in New York, deliberately put 
to death his 13 years old son. Repouillee was the sole support of a 
family of five children, one of whom was an idiot, blind, mute and 
deformed. Repouille chloroformed this child because the case of the 
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four normal children was jeopardised by,the burden imposed upon him 
by the fifth. Repouiile was convicted of manslaughter in the second 
degree, the jury recommending “utmost clamency”. He was after a 
short period of probation discharged in November 1945. 

Before his release he had applied for Amesican citizenship in 
September 1944. One of the qualifications, for its grant laid dawn in 
the Nationality Act of 1940 that the applicant must have been a person 
of “good moral character” for fiive years proceding the date of his, 
ap 4 cation. The question was whether Repouiile fulfilled that 
qualification having killed his retard'd child within five years. The 
District Attorney granted his petition, but Judge Learned Hand 
reserved the dicision in language that is memorable. “The moral 
conventions of the time” he said “did not admit of the right of the 
individual to play the role of God and to decide whether another’s 
life should end”. 

Well, ladies and gentlemen, I have ventured to place before you 
some aspects of the problem of mental retard ition as with mv 1 mited 
experience it appears to me. I beg to be excused if I dealt with only 
the legal aspects of it. That is a cross you will have to bear if you 
invite a person to address you who deals mostly in lavy. He inevitably 
tends to talk shop. 

The deliberations you are about to commence will range over 
wide field and I have no doubt they will be of immense value and public 
utility. They will affect a c'ass of persons who are. totally uncared for 
arid greatly need your help and attention. All I beseach you to do is.to 
formulate your plans and decisions in such a way as to give it a practical 
bias, always having regard to .the resources of the society in which we 
live; to the limitations of our economy and to the con ditions prevalent 
in our country. Only so can you render the maximum of service in the 
noble and godly work upon which you are embarking. 1 wish your 
deliberations every success. 
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Presidential Address 


Dr. J. C. Marfatia 

It is a matter of great privilege and honour that we are having 
among us two eminent honoured guests. His Eminence Cardinal Gracias 
(who is an international figure) and our Honourable Chief Justice Mr. 
Kotwal of the Maharastra High Court. I heartily thank them for having 
found time, inspite of their being very busy, to grace this occasion by 
their presence. 

Their lucid speeches have revealed clearly their understanding and 
grasp of the problem of mental retardation. They have given you a 
good idea of the importance and immensity of the whole problem of 
mental retardation. 

I feel humble in the face of the many complex problems which are 
constantly before us. The manifold obligations could not have been 
carried without the unstinted and wholehearted expert help of my fellow 
officers and the various hard-working committees. I want to pay a 
special tribute to Father Malin without whose hard work, patience and 
selfless devotion, this confernce would not have been possible. He has 
worked with missionary zeal in the real sense of the phrase. We are 
highly indebed to Mrs. Wankhede also without whose interest, zeal and 
devotion the conference would not have taken shape. 

Relatively few people have a clear and realistic conception of what 
mental retardation is leave alone its causation and its other aspects. It 
is a neglected subject in our country, mental deficiency is an area that 
is often treated as the step-child of psychiatry. . Psychiatrists in general 
are apt to relegate the mentally retarded to the proverbial waste-basket. 
One hopes that some day, and that day will dawn sooner by holding such 
conferences as the one being held now, it assumes the status of full 
sibship. 

Though we have not as yet touched the fringe of the prom dem, it 
is encouraging to find a little awakening in the people especially in big 
towns and cities. There is an attempt at coricerted efforts of public and 
private voluntary agencies as shown by the formation of various 
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organisations on All India scale, by starting of various schools and 
special classes all over the country, and by starting of research centres. 

It is customary for presidents to give their addresses on some aspect 
of the subject under consideration. The theme of my address will be 
prevention of mental retardation. 

The Second Annual Conference of “The Federation for welfare 
of the Mentally Retarded (India) ” affords an opportunity for reporting 
and evaluating the work done in the field of mental deficiency in the past 
few years in our country. The Federation is deeply indebted for the 
valuable contributions being made by the scientists, the clinicians and 
professional workers who are participating in this conference. We 
consider it a great privilege that the city of Bombay is host to this 
meeting. I am sure the warm hospitality of this cosmopolitan city will 
make your all too brief visit here a most memorable experience. 

1mm 

Prevention of Mental Retardation 

“ Although children may be the victims of Fate 
they will not be the victims of our neglect ” 

Jhon F. Kennedy 

Inheritance in Mental Retardation. 

Heredity is one of the most important factors in the causation of 
mental disease. One’s experience is that mental defect among parents 
and siblings of the mental retarded is significantly higher as compared 
with the general population. The incidence of mental retardation 
among the children of mantal defectives is also high. 

A study of the relationship of consanauinity and congenital 
anomlies (including mantal retardation) carried out by Dr. U.R. 
Centerwall and his colleagues at the podiatric Clinic at the Christian 
Medical College, vdlore. South India indicated that the overall risk for 
a person to have a child with a definite major congenital anomaly or 
wilh mental retardation is about doubled if he or she marries a relative. 
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Diagnosis within two weeks of birth of a baby, the mother should 
get in touch with the doctor of the hospital where she delivered, to 
give Phenylketonuria (PKU) and other tests to diagnose the condition 
before it afflicts the baby. The examination of urine clinches the 
disgnosis. This is one of the types of mental deficiency which is 
preventable. If phenylalanine-free casein hydrolysates are used in the 
diet, supplemented by milk, within the first six weeks of life, there is a 
reasonable chance of preventing mental retardation. Known ‘carriers’ 
should be advised not to inter-marry and have children. 

Galactosaemia is an uncommon metabolic disorder in which there 
is inability to metabolze galactose due to the absence of an enzyme, 
phospno-galactose-uridyl transferase. Galactose appears in the urine 
in excess. Galactose is present in all milk sugar. The baby becomes 
jaundiced, there is vomiting, cataract, liver is enlarged and wasting and 
brain damage follow. To prevent mental retardation the infant should 
be given milk-free diet. All cases of severe mental defect with cataract 
should be investigated for galactosuria. 

Cretinism is a condition in which there is deficiency of thyroid 
gland function and, if not treated early, will cause progressive mental 
retardation. A child may be born with complete absence of the thyroid 
gland. Endemic cretinism is almost always associated with endemic 
goitre which is due to iodine deficiency in the diet. The use of iodized 
table salt as a nation-wide programme for prevention of cretinism has 
proved to be very effective prophylactic measure so that cretinism has 
become rare in those countries , where it was endemic. The condition 
is inherited as a recessive disease and it is probably another of the 
inborn errors of metabolism. 

If the treatment is to be effective so that mental retardation can be 
prevented thyroid extract has to started within the first 6 to 8 weeks of 
life. Hence the importance of early recognition of the disease. The 
child may have to be given thyroid regularly for years. ABO or Rh 
(Rhesus factor) blood incompatibility: can cause severe neonatal 
jaundice leading to kernicterus and lesions of the basal ganglia. Only 
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a minority of Rh positive children of Rh negative mothers develop these 
complications. Convulsions and coma occur early and many affected 
infants die. Spasticity, choreo-athetosis, epilepsy and severe mental 
defect constitute a rather distinctive clinical picture. Replacement of 
babies blood with other blood can prevent kernicterus which can be 
recognised by certain blood tests. 

Hydrocephalus or water-on-the-brain is often associated with 
severe mental defect. It is caused by a disturbance of formation, 
circulation or absorption of cerebrospinal fluid. In congenital case the 
head grows much bigger and subnormality is severe but later causes 
such as tuberculous meningitis may lead to hydrocephalus without gross 
enlargement of the head, circumference of the head may reach upto 
25 to 30 inches. Epilepsy, blindness, deafness or paralysis may occur. 
Su'gical operations have been devised for this condition only recently 
and some success has been a,tained to ameliorute the suffering of these 
unfortunate children. It occurs once in about 500 a births. 

Microcephaly is one type of mental deficiency in which, as the 
name suggests, the indivinual has abnormally small head. The forehead 
and chin recede so much that the face assumes a bird-like appearance. 
The brain is very small though the degree of mental defect is not 
necessarily directly proportional to the sixe of the head. It is believed 
to be caused by the early closure of sutures of the skull so that the 
growing brain does not find space to expand. This causes extreme 
pressure on the brain which may be severely damaged. It is observed 
that two traumatic environmental factors viz., irradiation of the mother 
during pregnancy and maternal rubella, may cause this condition. At 
least the first factor can be ayoided for the purposes of prevention of 
mental defect. Neurosurgery can help in a few cases if operation is 
carried out within the first two months of life. 

Mongolism occurs once in about 700 births. It increases in 
frequency with the age of the mother—more than one in 50 chance if 
the mother is over 40 years. If a woman has a child with mongolism, 
whatever her age, the risk, for having another mongoloid baby with the 
next pregnancy is approximately one in 50. A one in 50 risk is not 
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much if a child is very badly wanted but the decision whether to take 
that risk or not must be left to the parent. Since it is common 
observation that babies with mongolism are born to mothers who 
conceive after the age of over 35 to 40 years, if women over this age 
cease to have babies, at least about one-third of mongoloid babies would 
not be born. 

Abnormalities of genes are responsible, in some cases, for errors of 
metabolism which cause mental deficiency. Environmental factors 
which affect the genes by causing their mutation, and which also may 
bring about chromosomal anmalies are: Exposure to X-rays, extremes of 
heat and cold, nitrogen mustard and colchicine will produce chromo¬ 
somal anomalies. Trisomy 17-18 is produced by preconceptional X-ray 
irradiation. Gene mutations may be caused by ultraviolet rays, rapid 
oscillation of heat and cold, X-rays, cosmic rays and radioactive elements. 

Knowing this, every possible measure should be taken to avoid the 
above factors to prevent the occurrence of mental deficiency. 

During the period of gestation, which is divided into the 
embryomic period (till the end of eighth week after conception) and the 
foetal period (starting after the eighth week), the nervous system is slow 
in maturing and is very vulnerable to damage by harmful environmental 
factors. These are as follows,: 

(a) Some drugs act as teratogenic agents which act on the 
fertilized ovum bringing about gross physical and sometimes 
mental defect. This is particularly so during the embryonic 
period. Some drugs in larger doses will destroy the embryo. 
Physical malformation may be in the form of an absence of 
hand or foot or fingers. A well-known example is the 
thalidomide babies. The danger of medication during 
pregnancy must always be borne in mind. Iproniazid, M.A.O. 
inhibitors and 5-hydroxytryptamine (by disturbing placental 
function), antibiotics like penicilline and tetracylines, 
sulphonamides, etc., may be unsafe, Quinine, ergot and lead 
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should also be avoided. New druge should always be tested 
for their teratogenic effects. Internal medication should 
be avoided during pregnancy unless absolutely necessary. 

(b) Poor maternal diet may be an occassional cause of mental 
retardation. Vitamin A deprivation or excess of it may cause 
skeletal or somaiic malformations. Hydrocephalus, microcep- 
hally, or prosencephaly may result. Excessive vomiting and 
toxaemia of pregnancy may cause maternal malnutrition and 
subsequent malabsorption of Vitamin A. 

(c) One of the more well-known causes is iodine deficiency in 
the production of endemic cretinism. 

(d) Irradiation after conception can bring about cogenital 
abnormalities, the commonest being microcephaly. It requires 
a much bigger dose of exposure than that required in 
diagnostic X-ray photography to produce malformation. 

“Atomic bombing in Japan has confirmed the teretogenic effects 

of ionizing irradiation on the human foetus.Pregnant women within 

1200 metres of the centre of the explosion had offspring with a 
significantly higher incidence of neonatal death, morbidity, mental 
retardation and microcephaly”. 

(e) Mental defect, hydrocephalus and other congenital malform¬ 
ations may result from foetal or embryonic anoxia or 
hypoxia caused by carbon monoxide poisoning, severe anemia, 
intra-uterine haemorhage, etc. 

(f) Intrauterine infections can cause severe damage to the growing 
embryo bringing about teratogenic conditions. 

Maternal Rubella especially in the first 3 months of pregnancy 
often causes foetal malformation. Severe deafness, somatic malforma¬ 
tions, microcephaly spinabifida, absence of corpus callosum and mental 
defect occur. In some countries affected women are legally allowed 
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to have their pregnancy terminated. Congenital toxoplasmosis may 
bring about paralysis, blindness, hydrocephalus, neonatal jaundice, 
epilepsy and mental retardation. Influenza and other epidemic viral 
infections may have a tetratogenic effect on the foetus. 

(g) Maternal diabetes has been responsible for high foetal loss. 
The incidence of congenital defects is raised in the children 
of diabetic mothers to 3 times that in the general population. 
The type of malformation varies. The babies are heavy at 
birth and run a greater risk of birth injury. “Many of the 
children develop in utero a compensatory hyperplasia of the 
istlets of Langerhands and hypoglycaemia may be produced 
by the excessive insulin”.3. Hence diabetes in the pregnant 
mother must always be treated. 

(h) Maternal hypoglycemia, produced either by insulin or tolbut¬ 
amide, can be teratogenic especially if insulin is given before 
the 10th week of pregnancy. 

(i) Hypothyroidism in the mother can cause congenital cretinism 
in endemic areas. Hyperthyroidism may also produce deve¬ 
lopmental defects in the children. 

H 

(j) Hormonal preparations used as contraceptives if they fail in 
their primary objective can have damaging effects on the 
developing embryo. 

(k) Hydramnios can bring about anencephaly. Toxaemia of pre¬ 
gnancy may have harmful effects on the growing embryo. 

(l) Role of physical injury during pregnancy in the causation of 
mental retardation is uncertain. 

(m) Emotional stress : The idea that sudden emotional stress 
or prolonged and severe emotional stress may affect the foetus 
adversely, though popular, is not yet satisfactorily proved by 
scientific evidence. It i s hypothesized that shock or emo¬ 
tional stress may upset the hormonal balance and thus cause 
damage to the foetus which may result in mental defect. 
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(n) Prematurity : Any baby weighing less than 2.5 kg. is 
premature. Premature children are more prone to cerebral 
hamorrhage, cerebral palsy, and epilepsy which diseases are 
often associated with mental retardation. 

The role of birth injury in the causation of mental retardation is 
controversial. The criteria of birth injury used are—length of labour, 
degree of prematurity, use of instruments and drugs, and abnormal 
presentation. All these may cause complicated deliveries, neonatial 
distress, apnoea, convulsion, anoxia and asphyxia with an increased 
incidence of subsequent mental retardation. Thus improvement in 
antenatal and obstetric care will contribute a great deal in the elimination 
of birth injury together with subsequent mental retardation. 

Among the post-natal factors infections are the commonest cause 
of secondary mental deficiency. Meningitis is most frequent single 
cause. Encephalitis and encephalopathies due to any acute childhood 
fevers and meningoencephalitis are the other causes. In whooping 
cough cerebral damage is probably due to anoxia. 

Kernicterus resulting from severe jaundice of the newborn brought 
about by acute haemolysis—as in Rhesus factor or ABO group incom¬ 
patibility—causes mental retardation. 

Epilepsy, especially when it occurs in early life and when the 
frequency of grand malattacks is high, may cause brain damage by 
anoxia, or vascular disturbances which may lead to mental retardation. 
Hence early treatment of the condition may prevent mental retardation. 

The use of oxygen is significantly related to the incidence of 
Retrolental Fibroplasia which is often associated with mental 
retardation. Oxygen is often administered to premature newborn 
infants. This has hazard which has to be kept in mind for prevention 
of mental deficiency. 

Head injury is often blamed as the cause of mental retardation. 
Though parents frequently ascribe mental defect as due to head injury, 
its real significance is not yet clear. It seldom causes severe mental 
defect. Mild intellectual impairment may occur. 
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Research Work. 

In order to meet the challenging problem of mental deficiency 
research in its prevention, causation and treatment is absolutely essential. 

A beginning has been made in this direction in our country. There 
are there places where research in the field of mental retardation is 
carried out, viz., 1 at the Christian Medical Collage at vellorc, 2 see 
note below 3 at “Shrimati Motibai Thakersey Institute For Research In 
Mental Retardation” situated on the premises of ‘‘The school for 
Children in Need of special care”, at Sewri, Bombay. The research 
was started by the “The Society for the Care, Treatment and Training 
of Children in Need of Special Care” in March, 1964. The Thakersey 
family donated a sum of rupees 5 lacs ih July, 1967 and the research 
centre was named as above. 

The research laboratary is equipped with essential apparatus and 
has in active operation with the assistance of a pathologists, and a 
biochemist a research panel which includes doctors, neurologists, 
pediatricians, psychatrists, etc., of great standing and status, which 
entered upon scientific research on the problems of root causes of mental 
retardation, its prevention and treatment. 

Research projects should be encouraged and supported by State 
Government Department of Mental Health. 

Research has made possible a great reduction in the incidence of 
mental retardation. Tests have been developed to spot certain condition 
that cause mental retardation. Diagnosed and treated early, mental 
cripling can be prevented. So something can be dene. Much depends 
on our patience, our interest and our understanding. 

Some Useful Information and hints to Parents 

(1) Mental retardation is not a mysterious disease or is not a curse on 
the household where it exists. It is not a punishment by God for sins 
committed in the past life. Such supertitious ideas have to be removed if 
you really want to help the mentally retarded. 
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(2) The great majority of mentally retarded persons can be educated 
and trained to support themselves and live useful lives. 

(3) All of them are not physically deformed or socially unacceptable. 

(4) A great deal has been learned recently about the causes of mental 
retardation. As a result some types of mental retardation are now 
preventable. Pheylketonuria (PKU), galactosemia, etc., resulting form 
genetically determined errors of metabolism, if detected and treated 
early, mental retardation due to these condition can be prevented. 

(5) Exposure to X-rays, radium treatment, harmful drugs during 
pregnancy, especially in the first light week of pregnancy, should be 
avoided. 

(6) In order to avoid birth injuries and subsequent mental retardation, 
regular attendance at the antenatal clinics and adequate obstetric care in 
a hospital are essential. 

(7) Your doctor must know that you are pregnant befor he prescribes 
any drugs. Self-medication, without doctor’s knowledge must be avoided. 

(8) It is necessary that your doctor arranges a PKU test wihthin the 
the first few days of your baby’s birth. 

(9 During tho first two year of your baby’s life, he must be taken 
regularly to your doctor for checkups. 

(10) If the milestones of development, viz., learning to grasp things or 
response to sounds, holding up the head erect, sitting up, crawling 
walking, talking etc., are delayed, it is a warning that your child may 
be mentylly retarded and he should be taken to your doctor 
immediately. 





FIRST PLENARY SESSION 

Medical and Paramedical Disciplines in Mental Retardation 

Chairman : 

Dr. D. S. Hajarnavis 

Rapporteur : 

Mrs. A. V. Jackson 

Speakers : 

Dr. E. P. Bharucha 

“The Minimal Brain Damage Syndrome ” 

Mrs. Pilioo E. Bharucha 

“The Diagnosis of Mental Retardation ” 

Miss Glenda Lopez 

“The Role of the Occupational Therapist in the Treatment of Mentally 
Retarded ”. 



The "Minimal Brain Damage Syndrome" 


Dr. E. P. Bharucha, M.D. (Lond.) 


Introduction 

A syndrome characterized by motor disturbances, learning dis¬ 
abilities and/or behaviour disorders is often attributed in children to 
be a result of brain injury. The evidence of such brain injury is 
usually presumptive and i> based on a history of maternal illness during 
pregnancy, an abnormal delivery with injury or asphyxia to the infant 
or an infection of the central nervous system in the first year of life. 
Strauss and Lehtinen (1947) postulated that such brain lesions in 
children, wherever localized, give rise to a more or less constant syn¬ 
drome. However, these authors were educational psychologists and 
so mainly interested in devising educational techniques to help such 
children. The term "minimal brain damage syndrome” (henceforth 
referred to as the M.B.D. syndrome), includes all children with mild 
disorders of movement, learning or behaviour, resulting from brain 
injury, insufficient to produce frank cerebral palsy, epilepsy or mental 
defect. 

The Syndrome 

The motor component of this syndrome can be easily missed on 
routine motor testing and may consist merely of mild disturbance in 
tone, poor coordination and tremulousness of fine movements result¬ 
ing in a general clumsiness of walking and in all motor activities. These 
ma y he further disturbed by choreiform movements (Prechtel, 1961). 
Intellectually, the majority of these children are of average develop¬ 
ment. They may have, however, specific disabilities in learning to read 
and write often with an irregular profile in their performance o f 
the W.I.S.C. intelligence test, whilst the Bender Gestalt test. 
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often shows a disturbance in visuo-spatial organisation. Very 
often, such children are restless, always on the move and extremely 
distractable, impulsive in their behaviour with a low frustration 
tolerance and a proneness to outbursts of rage and temper 
tantrums. 


Is there Evidence of “Brain Damage’’ in all cases ? 

The evidence of brain damage, in these cases is usually obtained 
by a retrospective process of reasoning. Thus a study of cerebral 
palsy has shown examples of children with disorders very similar to 
those described above. It is therefore assumed that the educational, 
perceptive and personality disorders could occur alone without the 
overt manifestation of cerebral palsy. Thus Meyer and Byers (1952) 
have shown that following measles encephalopathy, abnormalities of 
behaviour and learning may occur together with, or in the absence of, 
disturbances of motor function. Prechtel (1960) found that babies who 
had abnormal pregnancies or birth anomalies showed as sequela hyper¬ 
kinetic behaviour, specific difficulties in learning to read and write and 
a choreiform syndrome. Drillien (1959, 1961) has shown, in a follow 
up of children born prematurely that these may show a variety of 
neuro-psychiatric handicap. Similarly studies of the anamnesis of 
patients with frank cerebral palsy on the one hand, and behaviour 
abnormalities, speech disorders and learning disabilities on the other, 
have shown that identical abnormalities of pregnancy, labour and 
delivery were present in the two groups. Indeed some believe 
(Knobloch et al, 1959) that a wide spectrum of disorder can result from 
differing degrees of cerebral damage : resulting in foetal and neonatal 
death in its severest form, frank C.P. epilepsy and mental retardation 
in the intermediate grades of severity, whilst disturbances of behaviour, 
learning and personality are a manifest of minimal brain damage. 


There is however, another side to the picture. In most cases no 
structural proof of brain damage has been obtained in children show¬ 
ing the M.B.D. »yndrome during life. Further, disturbances of beha- 
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viour, personality and learning may result from environmental factors 
alone, (poor socio-economic or cultural) or may be the result of psy¬ 
chological maladjustment between mother and child. 

Special varieties of brain damage in children. 

(A) The Clumsy Child 

One particular variety of M.B.D. is the “clumsy infant or child”. 
Here the child looks normal and thought to be normal by his parents 
and is put into normal school. However, on examination of 5 such 
children (four with abnormal birth history), Walton (1962) observed 
that though they showed no frank pyramidal, extrapyramidal or cerebel¬ 
lar signs they all showed clumsiness dressing, feeding and walking and 
great difficulty in writing and drawing. Their I.Q. was normal but 
verbal tests were better performed than manual ones. Walton (1962) 
thought that these children suffered a varying combination of develop¬ 
mental apraxia (of the limbs or of tongue and lips) and tactile agnosia. 
They all required to be trained in special schools. Illingworth (1963) 
found that 27 out of 500 children with cerebral palsy presented a picture 
of “clumsiness” similar to the above. Illingworth thinks a significant 
proportion of such cases show an abnormal unsteadiness on standing on 
one leg, minimal pyramidal signs, ataxia and tremor on building a tower 
of cube blocks. 

(B) Children with specific learning disabilities 

Another group of children with “brain damage” may have normal 
manual dexterity yet are backward in school. They are late readers, 
often may have poor writing or mirror writing or only be lacking in 
connotation of arithmetical numericals. Children with such defects fall 
backward in class and are punished (as their disability is not recognized) 
leading to further psychological disturbances. A variant of this disorder 
are children with visuao-spatial defects, they cannot drese themselves, 
tie a bow, lay a table and have difficulty in recognizing right from left. 
Such children also have problems at school and require special educa¬ 
tional facilities, if they are to thrive and blossom fully (Francis-Williams 
1963). 
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Conclusion 

It can be readily understood that when a child is recognised by 
its parents, doctor or school teacher to have a handicap, then steps are 
taken to make allowances for this disability and not force the pace by 
making such children compete with normal children at school. However, 
only too often in this group of unfortunate children, this disability is 
not recognised and hence results in much misery to the child further 
deterioration in development and further psychological handicap. 
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The Diagnosis of Mental Retardation 


Pillo E. Bharucha, M D. (Lond ), D.C.H. (Eng.) 

Mental retardation is not a disease, it is a symptom found in many 
different conditions. 

Unfortunately it is a symptom which is not always recognised. 
If you have a pain, you can feel it. If you have fever, you can measure 
it. If you have a rash, someone is sure to tell you about it ! But 
with mental backwardness the story is different. Even the parents may 
not suspect it. Sometimes they do, but refuse to believe it. So one 
way and another the diagnosis may not be made, till perhaps it is 
too late. 

In the diagnosis of mental retardation, the history, clinical features 
and certain special tests are used. 

History : 

Mental backwardness results from damage to the brain and this 
may happen before the child is born. The course of the mother’s 
pregnancy therefore has to be considered first, for much harm can come 
to the developing brain if the mother is exposed to the certain infec¬ 
tions, to irradiation or if she takes certain drugs during pregnancy. 
The exposure may be quite unwitting. German measles is the best 
known of the infections. Sometimes the mother may be X-rayed 
during pregnancy. Amongst the drugs, LSD has been the latest one to 
be inculpated. 

Then comes the process of birth and this is a crucial time for the 
babe. People think going to the moon is difficult, but coming out of 
the birth canal is far more tricky. The child’s brain may be damaged 
by undue pressures put on the head or by a failure to breathe imme¬ 
diately after birth, the resulting bleeding inside the skull or lack of 
oxygen spell disaster to the delicate brain cells. And once the damage 
has occurred, it stays for life. An assessment of the birth history 
♦hprpfnre mav eive the clue to mental retardation in the child. 
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The family history may be revealing in some cases. Certain 
diseases run in families, they are in other words familial. Amaurotic 
family idiocy is one of them, there is blindness as well as mental defect 
in this condition. 

Clinical Features 

There are two things to consider here, the diagnosis of the mental 
defect must first be established and then the cause of the defect ascer¬ 
tained from the clinical features. 

The diagnosis of mental defect is not difficult when the condition 
is severe. But it is not always so, it may be of any degree. Then 
certain criteria have to be applied. 

The milestones achieved by the child at various ages give the 
first indication. A milestone is something which the child can do by a 
certain age, for instance by the age of 3 weeks he can recognise his 
mother, by 3 months hold up his head, by 6 months he can sit up, by 
one year start to walk and say single words. These milestones are 
based on what most children can do, if they are normal. If a child is 
say, late in holding up his head, late in sitting, late in walking and late 
in talking then it is pressumed that he is backward, unless there is some 
other cause for the delay. 

During the toddler age, other tests are used for assessing the 
intelligence. These are the performance tests, which depend on the 
child’s ability to perform certain tasks, such as build with toy bricks, 
identify colours and so on. In the school age child the intelligence 
tests are based on what most children going to school can do at certain 
ages. These tests have been adapted for Indian children. 

For diagnosing the cause of the mental defect, the clinical features 
ar e of great help. Certain types of mental defects are associated 
with defects of the genes. Mongolism is one of them. The face is 
mongoloid and can be spotted out at once. 
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Certain infections of the brain and its coverings, such as ence¬ 
phalitis and meningitis may also retard the intelligence. Measles has 
acquired particular notoriety recently, for after measles is known to 
occur a progressive condition with mental regression and convulsions 
which leads to death. This is mentioned not because it is very common, 
but because it is preventable, for measles can be prevented by previous 
inoculation with measles vaccine. Tuberculosis is also preventable with 
BCG vaccine. 

The endocrine glands which secrete hormones into the blood also 
regulate the mental processes. The thyroid gland, for instance, has a 
profound effect on the brain, without an adequate thyroid the child is 
sluggish, apathetic, retarded. 

Special Tests 

There are certain disorders of the metabolism which produce 
mental backwardness because products of metabolism may be deposited 
in the brain. Amongst them are disorders of amino acid metabolism. 
Now amino acids are the end result of protein breakdown in the body. 
Normally these amino acids synthesised by the body in a certain way. 
When, however, there is a defect in this synthesis, they pile up in the 
body, they are laid down in the brain, they damage it and the result is 
mental backwardness. One such condition is known as “PKU”. Now 
there is a stage before permanent damage has occurred and it is at this 
stage that the condition should be diagnosed and prevented. As it 
starts at birth, it must be diagnosed early. Fortunately the diagnosis 
is easy, it consists of examination of the urine. If it turns out to be 
positive the child’s feeds have to be modified in such a way that the 
protein which gives rise to the offending amino acid is omitted from 
the diet. 

Other tests, such as X-rays of the skull, EEG (brain wave tracing), 
etc. are also of use in diagnosing the cause of mental backwardness. 
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SUMMARY 

(1) Mental backwardness is not always easy to diagnose. This 
is why diagnosis is sometimes delayed. 

(2) The history is of primary importance in the diagnosis. A 
detailed history of the mother’s pregnancy, of the birth of 
the child and of the family may reveal the cause 

(3) The clinical features have to be carefully considered. They 
will help to establish whether the child is backward and 
how backward he is. They will also give an indication of 
the cause of the backwardness. 

(4) Special tests, such as examination of the urine, X-rays, 
EEG, etc. are used for diagnosing certain types of mental 
backwardness. 



53 


The Role of the Occupational Therapist 
in the Treatment of the Mentally Retarded 

Miss Glenda Lopez 


Retarded children have capabilities, although limited, that can be 
developed. They deserve skilled treatment just as other patients do. 
The Occupational Therapist is equipped with the knowledge and skills 
that the mentally retarded lacks but can acquire with training. She 
therefore has the responsibility of giving them the benefit of her 
service. 

Where in the team does the Occupational Therapist fit ? She 
should provide a core of consistent and progressive training so that the 
child will benefit from the skills of the other members of the team. 
Her greatest contribution is with the multiple handicaped child' as in 
lerebral palsy and with the child with behaviour problems. 

A team of members from different diciplines is necessary to work 
with the retarded child for it is impossible for a single person to 
cover every aspect of the training required. Because the retarted • child 
is first a human being and has to be treated as a total person, there is 
bound to be some overlapping of the training given by the different 
diciplines. However the work of the different diciplines on the whole 
complement each other, and any overlapping only helps to reinforce 
the training given. As all workers with the mentally retarded know, 
it is constant repitition of a task that fixes'it in the minds of the 
retarded. 

The Occupational Therapist the reinforce work of the physiotherapist 
in teaching motor skills leading to ambulation. She teaches the coordi¬ 
nation of muscles necessary for manipulating the arms, hands and 
fingers, so that the child can learn to do the Activities of Daily Living 
like feeding, dressing, toileting, washing and grooming, writing, turn¬ 
ing door knobs, manipulating latches etc. The Techniques used depend 
on where the therapist is working and what techniques are followed 
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by the physiotherapist. The same methods are carried over in Occu¬ 
pational Therapy. The various techniques use are those developed by 
Phelps, Bobaths, Margaret Rood. Kabat, for the treatment of Cerebral 
Palsy cases. In general the normal deve lopmental pattern is followed, 
working from gross to fine movement. 

A few examples of the techniques as used in Occupational Therapy 
are—If a child has what >s known as a predominantly extensor pattern, 
the Bobath method of treatment would be to put the child into a 
position of flexion at all major joints and teach him to do an activity 
in that position. 

An example of the Proprioneuremuscular facilitation techniques 
developed by Herman Kabat and Margaret Knott used in Occupational 
Therapy is sanding given in the following way. The article to be 
sanded is placed at an angle so that the child uses a diagnol pattern 
when he uses the sandblock. The slandblock is weighed so that there 
is resistance when the elbow is extended. 

An example of Maragaret Rood’s technique is stroking the back 
of the hand to teach the child to release his grasp. 

' i 

Special and adapted equip- ment like furniture, toilet facilities, 
gadgets, aids to feeding writing and communication all come under 
the province of the Occupational Therapi t. 

Where the child is severely retarded and cannot be trained the 
Occupational Therapist must guide the parents in the correct handling 
of the child and demonstrate easy methods of feeding, washing, toilet¬ 
ing and dressing the child. 

The Occupational Therapist also starts the child on Preschool 
activities with a view to developing social skills—so they learn how to 
play, share, follow instructions, complete tasks, control behaviour, 
consider others, ask for help, be courteous and obey rules. Sensory 
and Perceptual difficulties are observed and appropriate training given. 
Handedness testing is done and in case of physical disability, the good 
ud is trained as the dominant hand. The Occupational Therapy 
" is also a suitable place to train the hyperactive mentally retarded 
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child, who presents a difficult management problem in any group. 
By means of a consistent rigorous schedule of stimulus-response pro¬ 
gramming he is encouraged to control the way he expresses himself. 
It is the function of the therapist to provide the most appropriate res¬ 
ponse to the behavioural stimulus provided by the child, The therapist 
expresses disapproval toward non-desirable behaviour and approval 
about desired behaviour. If the child begins jumping about the clinic 
and provoking other children, he is helped to understand that this 
behaviour is not tolerated. If necesssry punitive measures are used 
to enforce the decision. On the other hand a hyperactive child who 
manages to control himself for a period of time is rewarded for his 
restraint. In attempting to change the way a child behaves, interven¬ 
tion is provided as quickly and as consistently as possible. Failure 
to intervene at the right moment is encouragement for continuing to 
act as usual. Not rewarding a hyperactive child for controlled beha¬ 
viour will tend to encourage him to return to acting in his familiar 
ways. Not punishing hyperactive behaviour will tend to encourage their 
perpetuation. 

There is a difference between the hyperactive child and the 
momentarily angry child. The child who gets angry about something 
certainly should be allowed to work of steam. This child knows why 
he is angry and it helps him to physically work of energy while psychi¬ 
cally working through his anger, Soon he feels better, he calms down, 
puts the problem in perspective and then goes on about his normal 
affairs. Even the hyperactive child should be allowed to express his 
anger in this way long as the object of his anger is definable and an 
appropriate means of expression is used. 

The difference lies in the fact that the hyperactive child does not 
know why he is hyperactive. He could work off steam for months on 
end and still not know why. The only practical result from allowing 
a hyperactive child to Pound out his aggressiveness will be that his 
hyperactivity will be reinforced and intensified rather than diminished. 

In the Occupational Therapy clinic the hyperactive aggressive 
child is encouraged to control himself. He is guided towards activities 
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of a more sedate nature and most expressions of hyperactivity are 
discouraged. Treatment is based on the therapeutic use of self and a 
consistent use of rewards and punishments. 

The Occupational Therapy clinic with its varied activities is also 
a good place for prevocational training. The skills taught in Occu- 
pational Therapy should be a basis for vocational training so that the 
retarded child grows up to take his place in society. 
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Learning in the Mentally Retarded 

Miss Rekha Ghosh 

Towards the early part of this century the study of mentally handi¬ 
capped was largely confined in indentifying him and making arrange¬ 
ments for his educational and medical treatments. Research was mainly 
on the application of the intelligence test on him and his classification 
tee. Little attention was paid on his learning problems. However, the 
last fifteen to twenty years have seen quite a change in this field, a num¬ 
ber of researches have been reported which are concerned both direct'y 
and indirectly, with the characteristics as well as with the developments 
of the learning processes of mentally handicapped children and adults. 

The results of the new researches on this topic may not be fully 
tpplied in the teaching method at present but still it suggests some hew 
davenues for their practical application in the suggestion of teaching 
aechnique. 

When to start learning and how to proceed with it 

Early education—Training should be given in the childhood when 
a child has a fresh mind to accept instructions from his teacher. If he 
attends the special school or centre at a later period with a history of 
failure and frustration, established already in bad habits, that make 
new learning much more difficult. They have lost the freshness, spon¬ 
taneity and self-confidence of the younger child. If only the diagnosis 
could be made early, the children could be put into the right environ¬ 
ment straight way. But in some cases retardation starts in later life 
due to illness or some other environmental causes they may be excused 
from this. Kirk has shown that early education is a real benefit to the 
tretarded children. He studied the effects of pre-school education on 
children from poor family back grounds and then in Institutions. He 
concluded “that the rate of mental development was partially dependent 
on early environment including school experience”. Not only do 
hey learn but their rate of learning i.e. their intelligence level also rises. 
There is no doubt that a cautious person would now agree that there is 
finite benefit to be gained from education and training,s tarting at 
ed.quiteyoung stageu 
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Unfavourable and unhealthy environment may cause damage to 
the young child. He may be adversely affected by unpleasant and dis¬ 
tressful experiences either physical or mental either from institution or 
from home. Love freedom and security are required from the first 
year of life wherever he may stay. 

Type of teaching—We can agree that early education is necessary 
but what kind of education will be given to a baby? We will not send 
a child in a school where he will sit in a chair for six hours and will read 
and write there. It is foolish to call this type of training an education. 
In the literary sense edueation means all round development of a child. 
The training will bring out all abilities and aptitudes in him through 
organised and free play. So the nursery-class type of training would 
be fruitful to the retarded children and would improve their social and 
emotional behaviour particularly in speech. 

There are two aspects of the kind of learning situation. First it 
provides the children with far better opportunities to form relationships 
with the teacher and other pupils at the level at which he needs them at 
any particular time. Secondly, the child can learn at his personal rate. 
Jn the formal class teaching the teacher is pushing the child from one 
step to another in learning. Here the rate of learning is determined by 
the teacher. The child may not cope with the teacher’s progress. 
So he may fail as well as his teacher. But in informal teaching the 
teacher has to creat such environment by educational equipments and 
materials for the child so that the child will play with the materials 
according to his will and suitability. So the teacher’s role must lie as 
much in the field of social and emotional as of their intellectual learning. 
We must go further to suggest that the learning situation should be in¬ 
formal and by this means a large portion of the children’s time should 
be spent in exploring their environments and in learning from the mate¬ 
rials provided for them. What the teachers need to know is at what 
stage the child is and what is the next stage he will have to pass through, ■» 
and what he will have to learn, or perhaps even unlearn, to make the 
next stage possible. That is the kind of study and analysis that the 
teachers should be trying to make in many different contexts. 



Learning habi ts and attitudes 

Do the retarded learn differently from the normal children or are 
they merely slower, going though exactly the same sequences but in a 
kind of some what slow motion? In fact if this means anything at all, 
it must mean that the child spends longer time at each stage because he 
needs repetitions to reach a given level. He needs more repetition not 
for difficulty arising in learning process but because he is unable or in 
some cases unwilling to assimiliate the new knowledge. 


Another characteristic of retarded’s leanring is his rigidity. Once 
he starts an activity he perseveres in it even after it has became inappro¬ 
priate. He is not able to change his approach. For instance, if he is 
sorting by colours he can not change to shape and Vice Versa Though 
it is true still it is a partial description of his rigidity, and he could 
explain it in terms of his passiveness and lack of the intelligence to 
change, rather than purely intellectual characteristic. 

Learning and Generalising—Transfer of training means learning 
one kind of activity that can prepare the ground for learning a similar 
activity, particularly if the pupil is made aware of the ways in which the 
two activities are similar. This kind of transfer seems to come particu¬ 
larly natural to children who are intelligent and alert. Subnormal 
children may be especially handicapped in this aspect. Clarke says that 
transfer takes place easily with younger children, even after allowance 
has been made for mental age. This means that if we take an. older 
retarded and compare him with a younger one of same mental age, the 
younger one shows better transfer than the older one. But this theory 
is still'in"an exploratory stage. 

Why a retarded fails to do work? The answer of this question is 
that he lacks proper motivation to drive his energy to the proper goal. 
But this explanation is not enough. It is here that an analysis of dis¬ 
abilities in associating and generalising seems particularly relevant. An 
illustration of this would make it clear that it is relatively easy to make 
a task appear harder for some retardeds if one repeats it in an unfami¬ 
liar way or in an unfamiliar context. 
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Learning sets 

It is a Jong drocess where the child is learning to learn. It is a 
long process no doubt, but once it is over, subsequent learning 
takes place at a tremendously fast rate. 

This work has two implications for our understanding of the men¬ 
tally retarded. First, their apparent inability to perform a net task 
successfully may be due to his need to spend much longer time than the 
normal child in “getting the hang of it”, that is acquiring the appro¬ 
priate set, But once he has passed through this stage he may be able 
to make full use of the techniques he has acquired in practical term 
this means that it is the speciality for the subnormal to achieve 
a full command of the skill before he is expected to use it in more com¬ 
plicated situation. The second point is that we should not too readily 
assume that the retarded child will never succeed in an activity just be¬ 
cause he is very poor in the early stage. One of the learning difficulties 
is that the child withdraws from learning especially in new situation. 
He does not like to face further failure. So our chief task is to help 
him to see how he may make use what he has already known. When the 
retarded ventures into unknown, we have to ensure that he succeeds. 

Speech and the other modalities 

Speech plays an important part in learning. In. fact, the chile’s 
ability to generalise is due to a large extent to his ability to make proper 
use of language.' An illustration will make it clear. When a child has - 
just started to speak he may call any new object “doggy” but when be 
learns more words he will call any animal “doggy”. In course of time- 
he would learn to call “doggy” to a dog. 

At this point it is worth noting two reasons why many mentally 
retarded children may be slow in achieving linguestic skill first. If they 
have no curiosity and enthusism of a normal child they are much less 
likely to spend hours and hours experimenting with language. Secondly, 
in many cases, children are coming from homes where little conversa¬ 
tion is to be heard and they lack the sheer of opportunity of learning of 
the use of language. For these reasons, it is-very important for 
the teacher to give the child every chance to: speak and listen, even if 
the^ffiild shows little signs of understanding. 
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Speech has a directive and self regulating function to the mentally 
retarded children often talk to themselves when they are performing a 
complex and even the instruction spoken aloud help the children to 
control their actions. Even adults also require spoken instructions. 
The mentally retardeds are not helped by general instructions. They 
need to have the instructions repeated regularly throughout a task, 
otherwise they may be lost in their work. 

Learning through other sense modalities—Children learn better 
through sense training This is also applicable to the mentally retardeds. 
Infact, in some cases the mental retardeds have been found to surpass 
normals. It has also been experimented that the mentally retardeds 
may learn much better, when they have to respond in a different moda¬ 
lity from the one in which material is presented. 



Language Programme as Implemented at Sharada 
a School for Mantally Retarded 
Children, Ahmedabad 


Miss Gool K. Boi 

A Retarded Child manifests apparent and extensive deficit in the 
area of language. The most prevalent speech problems in retard^d 
children are delayed language and poor articulation. This is not only due 
tp their slow mental and motor development, but also due to the fact that 
many of them come from a deprived environment. The severely retar¬ 
ds d child is often excluded from a play group by normal children a id as 
a result plays by himself a great deal. Thus he is depr.ved of the most 
vital of experiences in inter-relationships. Secondly, the parents as 
adults in our country are not as involved in vocal play as would be 
desireable, except in early infancy. Imitation plays an extremely impor¬ 
tant part in the development of speech and language. A child is able 
to imitate sounds and words before he attaches meaning to them. 
Vocal play between a retarded child and his parents or between a retar¬ 
ded child and his teachers serves as an initial step in learning language. 
In the early stages of learning language, listening is extremely important. 
Listening is the receptive or receiving part of language and speaking is 
the expressive part of language. Vocal play helps train the child to 
listen to sounds and to make the sounds necessary for speech. This 
early experience with words also makes it easier for him to attach mean¬ 
ing to words later on. 

One of our major concerns with young retarded children at 
Sharada is the development of language. At that stage we are not 
bothered with the correction of speech as much as with its production. 
Therefore listening, understanding and speaking form the basis of our 
language programme. It is during daily activities involving habit train¬ 
ing and self-care skills in eating, washing, toileting, cleanliness, prepar¬ 
ing for snacks and putting away of equipment, that a lot of verbal com¬ 
munication goes on between individual child and the teacher attending 
him. It is here, that words important for the child to learn are taught. 
In this natural way, words take on meaning more quickly. With one or 



two exceptions, all of our young retarded children are now very familiar 
with such phrases as “now we will go and wash our hands before snacks; 
or now it is snack time, let’s bring the durries and dishes.” Retarded 
children like normal children understand language before they can com¬ 
municate it themselves. They first attach meaning to the way in which 
an idea is expressed (tone of voice, emphasis, speed, way it is spoken 
etc.) and later to the words themselves. If a retarded child even in his 
young adolescence does not begin to talk, it is never assumed that be 
will never learn to talk. This should not happen even to a child who 
deaf. Talking to a retarded or a deaf child whether he understands 
or not, shows that he is worth attention and speech. Also, it takes n 
longer period of listening before the retarded person is able to learn 
speech. It is because talking goes on all the time in the school set-np 
and especially when we teachers have become really consciously aware 
of the need to talk with feeling, laughter and gestures, to verbalize, to 
communicate, to explain, to interpret, to verbalize disapproval, at indi¬ 
vidual level, that we have been able to raise the level of direct communi¬ 
cation between the retarded child and the adults around him as well as 
the retarded child and his other peers in the group. 

One tends to assume that retarded children lack curiosity adn 
eagerness to absorb and know about the things and the world around 
them, After having worked with them, I have changed this assumption- 
given the opportunity and stimulus of good books, flash cards, objects to 
feel, see and manipulate and a teacher eager to talk to them in a natural, 
spontaneous way, the retarded child becomes so absorbed in listening or 
doing that he is like any normal child actively participating in this living 
vital world. One also tends to assume that because they are retarded 
one should keep the level as low as possible. But such should not be 
the case once the child has acquired understanding and interest in learn¬ 
ing and knowing about things. Then the teachers must endavour to 
maintain and raise, his level higher-in other words, reach up and expand 
outwords. It is through this direct link, through this one-to-one rela¬ 
tionship that not only the retarded child learns to imitate words, but 
also learns to imitate the expressions we use. 



Besides listening and talking that go on all the time, irrespective 
of the age group we work with in Sharada, there are group activities 
which stimulate language growth and which include both listening and 
speaking. They are activities like music and rhythm, puppetry with 
music and art work. Each of these creative group activities provide 
ample stimulation and meaningful experiences within their level of un¬ 
derstanding. Through these group activities, we are able to reach rest¬ 
less children and hold their attention and interest. It is through these 
activities especially puppetry, a concrete and 3-dimensional medium 
that the beninnings of concepts come to be formulated in the minds of 
our young retarded children. Also it is through rhythm that they 
are able to integrate it into their being and on it will depend their 
rhythm in speech. Art work becomes a significant medium of expres¬ 
sion. To the retarded child, who may be non verbalm, but who is at ihe 
same time a being with sensitivity and feelings, finds in painting a re¬ 
lease for pent-up emotions and inhibitions and a means of sharing his 
inner thoughts and feelings directly with the art teacher or indirectly as 
revealed in his painting. It is a medium in which a retarded child may 
find his own indentity. 

Free play and outdoor play with various apparatus in Sharada 
become a link in the chain of group experiences for the retarded child. 
It is during this time that the retarded child feels an active need to 
verbalise and communicate with his peers. Being an unstructured- 
situation, he does not feel the inhibiting restriction of stiffling his emo¬ 
tions and feelings. 

The building of language in retarded children is an on-going pro-. 
cess and one with which a teacher for retarded children should be 
actively involved. 
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The Brain Injured Child 

Shri K. M. Ahmad 

Damage to the brain of the growing human being can be a casual 
factor in various behavioural abnormalities. The damage may result 
in relatively circumscribed deficits in sensorimotor abilities which are 
hardly noticable in the everyday functioning of the child. At the 
other extreme, it may involve complicated functions in the intellectual 
and personality spheres, thereby damaging the child’s ability to function 
effectively in a social environment. 

Most of our knowledge of the functioning of the brain is of recent 
origin. Although Pierre Paul Broca had demonstrated in 1861 that a 
lesion in one specific part of the brain could effect expressive language, 
only after World War I was a definite syndrome described (Gelb & 
Goldstein, 1920b Systematic observations of young ex-soldiers with 
head wounds revealed that not only had they lost particular functions 
which were related to the locale of the injuries, but that they were func¬ 
tioning less intellectually in general. It was suspected that some of 
these symptoms, such as the concrete thought processes and the forced 
responsiveness to extraneous stimuli, were direct effect of the injury; 

During the 1930s, thoughtful examination of subnormal children 
began to emphasize the differences between the two general groups. 
One group was roughly the same which today we call cultural-familial 
mentally retarded. These children, most of whom were mildly retarded, 
came from marginal families and were relatively free from neurologic 
symptoms. The other group was equivalent 6f that which today would 
be termed brain-injured. These children had a history of probable 
brain injury before, during or after birth. They ranged from mildly 
to the profoundly retarded and came from families in all walks of life. 
Larsen (1931) is credited with the using of the categories “endogenous” 
and “exogenous”, which Strauss later Used for bfs description of the 
brain-injured children but he excluded children sufferihg from inherited 
clinical disorders, 
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Definition 

Brain injury is an accident and refers to persons who have suffered 
injury to intract brain cells through any process or event which occurs 
after conception and which either destroys or permanently disorganizes 
functioning cell systems in the brain The complete diagnosis requires 
a documented history of damage or neurologic symptoms of such a 
nature that they furnish certain evidence that damage has taken place. 
Mental retardation is a frequent but not an invariable symptom of brain 
damage. This definition excludes any person whose handicap has 
resulted from psychological rather than physiological factors. Thus all 
persons whose genes have caused a failure in the development of normal 
brain cells are excluded. We, therefore, use the term “brain-injured 
child” for all children who come from normal family, who have 
suffered injury to the brain before, during or after birth, who show 
characteristic psychological deviations and in whom educational 
improvement can be achieved by methods and procedures developed on 
the basis of these pyschological deviations, irrespective whether they are 
classified as normal, below normal or mentally retarded on intelligence 
scales. 

Characteristics of a brain injured child 

E. A. Doll (1952) has described children with brain-injury as being 
“organically driven”, hyperkinetic, and anxious and as making many 
seemingly irrelevant responses. He noted that deficits in behaviour 
became exaggerated when the children were forced to follow directions 
or adhere to rules. Such children tended to be awakward but often 
have no noticeable orthopedic handicaps. Difficulties with language, 
speech, visual and auditory perception, rhythm, laterality concept 
formation, and retention were common. A number of other 
investigators have also noted the unusual behavioural characteristics 
which occur with frequency among brain-injured children. The most 
prominent of them is Alfred Strauss, whose behavioral description of 
brain injured children has been labeled as the “Strauss syndrome”. 
Among symptoms emphasized by Strauss wefe excessive activity, 
distractibility, agressivc and destructive behavior. Strauss described 
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brain-injured children as having organic mental disability with or 
without cerebral palsy, with or without decrease in I Q. and possessing 
the following basic deviations in the mental make-up : 

(a) disturbances in perception, 

(b) disturbances in concept formation, 

(c) disturbances in language, and 

(d) disturbances in emotional behavior (Strauss and Lehtinen 
1947). 

The brain injured child who has perceptual disturbances is not able 
at times to see the whole. He sees something or part of a thing first and 
later he may see the whole. He may not be able to segregate background 
from foreground, nor single out the figure from its components. The 
same set of visual stimuli may invoke altogether different reactions than 
the normal person. His attention is caught by meanginless or insignficant 
detail. He is unable to concentrate and span of attention is short. He 
pays attention to everything and is not in a position to rule out the 
unessential stimuli. He is extraordinarily sensitive to a great variety of 
stimuli and is preoccupied with many, unrelated and unessential details. 
It should be remembered that a more diffuse and extensive damage will 
result in disturbances in more than one basic function with the result of 
incoordinate, erratic, irregular functioning not necessarily to be labeled 
mental deficiency. 

Educational diagnosis 

From an educational point of view, the objectives of an 
examination of the child is not to determine whether he is brain- 
injured but to lay a foundation for the planning of an educational 
program that will develop his abilities and compensate for his 
disabilities. The standard psychometric examination conducted by 
the school psychologist or the clinical psychologist does not provide 
the full relevant information. It has been generally believed that 
performance ability of a brain injured child is 10 to 35 points less than 
bis verbal I-Q. Most often the child’s vocabulary is good, verbalization 
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fluent, comprehension and information relatively good and arithmetic 
score low. This child gives, the impression of being rather bright 
and competent verbally, as his verbal IQ confirms; his poorly organized 
or confused behavior and his inept visuo-motor performance is 
reflected in the performance quotient. The next most frequent 
pattern we encounter is that wider scatter exists between the low and 
high-scaled scores obtained on the various subtests, resulting in peaks 
aad valleys on the test profile (Lehtinen, 1963). 

What is heeded as a basis for educational planning is a systematic 
multidisciplinary assessment of each and every case so that the child’s 
level of development in perceptual and motor functions, in 
communication,, in concept formation and in social interaction could 
be adequately determined. Haeussermann (1958) has suggested an 
extensive procedure,. As an example, however, of the type of test 
which will be useful, Frostig’s Developmental .Test, of Visual Perception 
(1961); advanced Tests of. Visual Perception by Getman and,Kephart 
(1953) and Kephatt’s Perceptual Survey Rating Scale (I960) and in the 
area of language functions, Kirk’s Illinois Test of Psycholinguistic 
Abilities (1961) may be mentioned. The type of examination should 
attempt to define developmental levels in the functions involved in 
education and provide a developmental profile for a particular child 
which will serve as a basis for the planning of a special education 
program for him. 

Planning an educational program 

Assuming that a reasonably satisfactory developmental evaluation 
is available, what is involved in designing an adequate educational 
program is the focus upon the child from three \iews : 

(1) normal growth patterns of basic mental processes, i.e ; 
perception, reasoning, language and emotional behavior. 

(2) . organic defects of basic mental processes. 

(3) disparity of growth, i.e., normal development in some 
function, defective development in others, resulting in 
flisturbedipattcrns of behavior (Strauss, Lehtinen, 1966). 
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If the supervision and instruction could be provided from the 
beginning, many of the problems that are seen at the time the child 
enters school might never have developed. It must, however.be 
admitted that little is yet known about techniques for the management 
and training of the very young brain-injured child but an increasing 
amount of material addressed to parents is appearing and research on 
the early stages of development is in process. Parent education must 
also bean important pait of any school program lest the benefits 
derived from the school training be counteracted by disturbing factors 
in the home. The patterning programs developed by Demon and 
Delacato' emphasize such parent cooperation and has been helping 
some cases. 

In the school, brain-injured children exhibiting similar problems 
of behavior and learning will frequently require special classes. They 
are often too disturbing an influence in classes for slow learners or for 
the mentally retarded or emotionally disturbed. If the child exhibits 
the syndrome which has been described and if his progress in a regular 
class is not satisfactory, then he should be placed in a class with 
children who present similar problems, As hyperactivity and 
distractibility are common characteristics of brain injured children, the 
classes should consist of smaller groups. Individual isolation in 
separate class-rooms or cubicles may also be necessary in some of the 
oases. 


Special physical arrangements for the class-rooms are desirable. 
A large room in which children can move about freely seems to 
increase hyperactivity and make control of the group much more 
difficult. Dividing the room into smaller areas by partitions, with each 
area used for different aspect of the program, will not only structure 
the physical space more satisfactorily but will also help to structure the 
program for the child. Unnecessary sounds and distracting stimuli are 
disturbing and should be avoided. Covered floors, storage cabinets 
where material not in use can be kept out of sight, and relatively bare 
walls and blackboards will reduce distractibility. A separate adjustable 
desk for each child,, facing toward the wall and away from other 
children should be provided. The brain-injured child may be disturbed 



72 


by changes in routine and by unexpected situations and hence a definite 
sequence of activities should be established. It should be made clear- 
that routines are not established for authoritarian or disciplinary 
reasons. But they are established to give the child security of a 
structured, familiar program and to protect him from unanticipated 
changes which might impose too great a stress. There must, of course, 
be reasonable flexibility and the ultimate objective is always to develop 
the child’s ability to adjust to change. 

Unless an educational program that meets the individual needs 
of the child is developed and properly planned the child’s habilitation 
cannot be assured. If a child has a need to be free from over action 
to environmental stimuli, then this need must be met. If the child has 
a need to be relieved of the hurdles to learning caused by figure-ground 
pathology, then educators must meet this need with appropriate 
learning materials. If the child fails because of an extremely short 
attention span, then educators must develop ways of increasing the 
length of the attention span in terms of success experiences. 

Cruickshank recommends structure to all activities within the 
classroom. There is a specific way in which a child calls the teacher. 
There is a specific way for returning the completed work and for 
obtaining a new work, for lunch and tiolet activities. With structure, 
success experiences are more likely. With success experiences, life 
adjustment and ego strength develop wholesomely 

Individual -lesson plans will need to be prepared daily for each 
child and coordinated with the group activity program. In the 
development of lessons plans, four basic principles are important : 

(1) learning sequence should be broken down into small 
successive steps; 

(2) these steps should be so arranged and presented that the 
child responds successfully; 

(3) at any point at which the child has difficulty, the teacher' 
should be prepered to intervene and modify the step to make- 
it easier for the child; and 
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(4) these children will require some practice to learn a given step 
and more frequent review to retain it than is necessary for 
normal children. 

With the increasing interest in education of brain-injured and 
mentally retarded, more literature is beginning to appear on educational 
methods and teaching materials appropriate to such children. Teaching 
machines and programmed texts are now being made available. The 
teacher would find it helpful to become familiar with these materials. 
It is only when his specific needs are recognized by teachers and parents, 
the child has an even chance to fulfill himself. 
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Dr. Rudolf Steiner and Curative Education 


By Maj. T. Ramacbandra 

I consider this an unique opportunity to share with you some of 
my recent experiences in Europe and particularly in U.K., of the many 
educational institutions, both for normal and for handicapped children, 
conducted by the followers of Dr. Rudolf Steiner and I thank Fr. Malin 
for this invitation to present this paper. It was by a sheer accident, the 
Karmic Law as Steiner calls it, that I came to know about this great 
Austrian Philosopher and Educationist from a retired lady teacher in 
London just as I was leaving for India in June, 1962. Through this 
friend Mrs. Helen Salter, I got many books and articles by Dr. Steiner 
and established contacts with thos j who have put into practice his basic 
philosophy and methods of education, specially those in charge of 
schools and homes for children who are handicapped due to physical 
deformity, social maladjustment or mental retardation. Some of their 
experiences I circulated at your First Annual Conference in New Delhi 
in 1966, with an invitation to receive teachers from India for training in 
their schools. As a result, about half-a-dozen young and keen teachers 
from India have gone to U.K. and three of them are back. 

What are these Steiner’s Methods and who is Dr. Rudolf Steiner? 
Having only recently spent six months on a pilgrimage to Steiner’s 
Institutions and the Christian Community in Europe, I have returned 
with the conviction that Dr. Steiner has a special appeal to us in India, 
steeped as we are in our oriental philosophy and culture. Born in 1861 
in a small place in Austria, where his father was a Station Master, he 
completed his studies in science at the Technical University of Vienna 
and then went to Weimar in Germany in 1890 to edit the famous Poet- 
Goethe’s publications on science. In 1897 he shifted to Berlin where he 
gave lectures on his own investigations in the field of science, and 
spiriluality and this brought him in association with Theosophical So¬ 
ciety, of which he was elected the General Secretary for the German 
Section. But, due to some differences with the Theosophy Gross, he 
separated in 1913 and founded the Anthroposophical Society. 
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Dr. Steniner shifted his centre of work to Dornach, near Besle 
in Switzerland where he built the Goetheanum, the Head-Quarter* of 
his spiritual movement and from where he radiated his thoughts on a 
variety of subjects dealing with human welfare and the upholding of 
human dignity. In 1919 he founded the Waldorf School in Stuttgart, 
giving a new fundamental impulse to the education of man based on 
the spiritual grounds which he has personally explored and experienced. 
From the same source he gave diagnosis and therapy of mentally handi¬ 
capped children, for the teachers and doctors in-charge of Curative 
Educational Centres. 

The huge wooden structure of Goetheanum which was planned 
and executed under his personal supervision and with hisowi hand- 
carved pillars and statues of Jesus and other mystical figures-all this 
was reduced to aches, except the statue of Jesus which was in his 
studio, in a disastrous fire in 192?. Undaunted, Steiner had the 
world eifice rebuilt in cement and mortar—a grand structure which 
personifies the ever-living and growing stature of Man. It is from 
ht re at this sacred and inspiring place, surrounded by the green hills 
of the lower Alps, that Steiner’s followers spread his measage far and 
wide, and several meetings and conferences are held and research 
studies are made on music, medicine, mathematics, bio-dynamic agri¬ 
culture, eurythry, drums, etc. Goetheanum is a majestic symbol of 
Dr. Steiner’s great contribution to Humanity. 

Let me quote from Mr. Alan Howard’s recent article on Steiner 
as the Bridge-builder between the West and the east: 

“Seeking always to express himself in the idium of the West, 
but never hesitating to introduce Eastern Terminology where the 
Western Vocabulary was inadequate, he showed how man was essenti¬ 
ally a spiritual being in-dwelling a threefold organism of body, soul 
and spirit and was subject to the laws of reembodiment in repeated 
lives on earth”, (how close to our eastern concept of Karma and reinc¬ 
arnation) 



“The time has now come in World Evolution, Steiner declared, 
when this must be recognised in the West as it has been known in the 
East for centuries; otherwise man will not be able to find the wisdom 
and help to direct the technical developments of the future which can 
frag him further into the materialism.” 

Dr. Steiner translated his philosophical and spiritual concepts in 
the field of education in his first Waldorf School at Stuttgret, as a prelude 
to their expression in practical life of society. According to him 
every part of education should help to adjust the child to the gradual 
incarnation of its human spirit. He divided the age of man into 
each seven-year period, depending on the physical, physiological and 
psychological growth. The first period of childhood upto the seventh 
year, when the second set of teeth starts growing, is the age of imita¬ 
tion and intense bodily activity. This is followed by maturity stage, and 
then come adolesence and adulthood. Hence, during the first or pre¬ 
school stage from 4 to 6 years, no formal intellectual instruction is 
given, except painting, drawing, modelling in clay and sand, acting and 
dressing up, listening to stories, enrythmic poses, singing, learning 
poems, free play etc. The teacher is his adult model to show him how 
things are to be done, rather than an instructor. 

In the next period of seven years the liild is consolidating his own 
inner life of soul and feeling-responses to the world around. The teacher 
presents his subjects ihrough imaginative appeal and pictorial way, to 
awaken the child’s inward reaction and to make him feel a sense of 
participation with outstanding characters in history and discoverers in 
science, geography, astronomy etc. The child’s ‘learning’ become’s 
‘doing’, thereby making him happy and enthusiastic. 

The subjects in the Steiners Schools are also graded according to 
the different of periods, and the morning hours are given to intellectual 
studies, while the rest of the day is for practice lessons and for re¬ 
creative subjects like handicrafis, painting, wood and stone carving, 
clay and plastic modelling, singing, erythmy, acting etc , with one or 
two lessons a week on religion-being a broad based thing of all great 
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religions and emphasis on christanity, with the incarnation of the Christ 
as the central point in human and world evolution, from which every¬ 
thing else dervies its meaning and purpose. 

Dr. Steiner could not hut be attracted to the care and training 
of handicapped children, and here his approach is unique. The child’s 
‘Karma’ has made it suffer the handicap, which prevents him from 
fully expressing his individuality, but nevertheless the individual 
spirit dwells in each child and both the parent and the teacher of a 
handicapped child approaches him with this attitude, and every item 
of work or play at home or in the class room should bear the force of 
healing and patient nursing. The handicapped child is treated exactly 
like a normal child, except for special adjustments in the subject of 
study. 

It is in this attitude that parents and teachers of H. C. children 
in India should learn a lession in our mis-interpretation 
of the law of Karma, we attribute ill-fate to the unfortunate 
child and believe that it has taken the present birth to 
suffer it all and thereby workout its Karma, so in the past and 
even now in many homes, the H. C. child is looked upon as as curse 
from God, But, Steiner says emphatically that the child’s spirit is 
unblemished and its soul is pure, It is its good Karma that it has come 
to us with its handicaps and hence is our duty to help it overcome the 
handicaps and thus prepare.him, as a normal being for his next 
incornation. What a world of difference between these two believes 
and attitudes—the one destructive and pessimistic, and the other full 
of faith, hope and resurruction. 

I have already taken a long time in bringing these facts before 
your notice, but, what I saw, felt and experienced is much more than 
what I can describe. In the first instance all these schools are locatee 
in very good surroundings with parts, play grounds and gardens with 
plenty of open air, play-equipment, indoor swimming pools, special 
colour t-herefey music class with' the lyre and the small drum, etc., the 
workshops have bandioom weaving, wood-work, shoe making, clay 
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modelling ceramics etc. For girls cooking, sewing, home decoration play 
an important part. The children are so happy and well cared for, that 
we can hardly feel that they have the burden of looking after the 
retarded children, but that they are playing an important role in their 
destiny to lead them to a better life here and hereafter. 

One word about the training of pupils-teachers, which forms pan 
of these institutions. Many young people, more girls than boys, from 
the universities and schools of social work are attracted to curative 
education. They find a special joy in caring for these children, whose 
love simply pours from their eyes and faces. The trainees spend two to 
three years, and a large part of their time is working with the children 
in their dormitories, dining rooms, class rooms, play-fields, work-shops, 
etc. All staff members and the children have all their meals together. 
It is in this loving atmosphere that children find their security and the 
trainees discover their mission in the life. It is life sharing to acquire 
the skill and the inner feeling to become one in tune with the children 
and respond with love and secure in true response in love. 

With all this experience I am convienced that Steiners’ is one of 
ihe out standing land-marks in the training of the handicapped child. 
With much of our eastern philosophical and spirtual affinity in his 
teachings. We in India can and should learn more of his methods and 
try to adopt them in our institutions. 

Just as Montissorri system has become a household word in India 
for pre-school education, so should the Stainer-system become for 
curative reduction. In Europe, particularly in Germany, Holland, 
Switzerland and U.K., the Governments have recognised these curative 
schools and homes and given them ample grants for maintaining the 
children and for equipment etc. Also the public have contributed 
generously, because the schools and students present a picture of ever- 
living joy and ever-loving service. 

To all parents and teachers of handicapped children, their future 
presents a problem, specially in the fast moving machine age. The 
Steiner school children first glow with enthusiasm and then begin to 
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learn their surroundings and the world of matter and living beings. 
They become self-conscious and responsible, their learning become 
purposeful and their attitudes and plans for their future take shapes. 


To quote from St. Christopher’s (Bristol) recent publication : — 

‘One of main objects of the school is to develop their powers so 
that they can find a real task to do, either in ordinary life or in some 

more sheltered community.the lives of many of the old scholars 

have vindicated this approach to their education. These young people 
have shown a social adjustment, a variety and in many cases, a surpris¬ 
ing initiative in face of severe physical and mental handicap.Not all 

have difficult problems to overcome but for each one life presents 
its fair share of obstacles. Yet the variety of jobs the old scholars have 
entered is astonishing’—leather and paper factory, Bakery truck and 
tractor driving, porter, fisherman, shopkeeping, business aide, etc. “Girls 
make happy and successful marriages. They have taken up domestic 
service, sales and shop assistants, washing in cafes etc. Even though 
children whose handicaps are too severe to do practical jobs, gain 
ability to understand and adjust to their surroundings. 

May Dr. Rudolf Steiners’ spirit and teachings inspire and guide 
us and generation yet to come, for they have an abiding value for all 
ages and all lands. 

“True knowledge must know man according to Body, Soul and 
Spirit : for the body is a creation of the Spirit, and a revelation of the 
Soul. The educator who would truly train the body must appeal to the 
forces of the Soirit.” 





How valid is the Laterality Dominance Theraphy 
of the Doman-Delacato Technique ? 

Father A. J. Malin 


In the paper on the Educational Principles of Rudolph Steiner 
which was delivered by Major K. Ramachandran, reference was made 
to the practise of Eurhythmies. Rudolph Steiner placed great stores by 
the influence of rhythem in educational development. We know that 
Science claims everything in the universe is basically the result of the 
laws of motion and energy. Even apparent solids are but maelstroms of 
atomic energy and radiating also from our earth into deep space we 
speak even with poetic license of the music or the harmony of the 
spheres. 

More and more we find remedial and rehabilitational educationists 
resorting to the therapy and technique of muscular coordination and 
rhythmic exercises. Particularly in reading and speech difficulties such 
as Aphasia, Dyslexia, Disarthria, Alexia, etc., much use is being made 
of such exercises. One much recently advertized approach using such 
exercises is the Clir.ie or Institute for the Achievement of Human 
Potential near Philadephia in the U.S A. Here Doctors Delacato and 
Doman with the later’s brother have been getting notable albeit 
controversial results during the past ten or more years especially with 
Aphasics. 

Neurological Organization 

The technique carried out in their therapeutic approach has been 
called by them a “Neurological Organization”. In this paper we shall 
not be conccned with the particulars of this therapy but rather we wish 
to evaluate the research background in the light of some recent 
criticism of the basic physiological principles involved in their therapy. 



First let us briefly explain the rationale of the Neurological 
Organization”. The brain has two cortical hemispheres working on the 
principle of decussation or criss-crossing whereby the right side of a 
person is controlled by the left hemisphere and vice versa. Research 
has also determined by ooitical ablations and lesions that our speech 
powers are usually located in the left hemispheie which likewise 
controls the principle sensory and motor functions of the right side, 
viz., sight, hearing and the movements of the hand and foot. 

Thus if a person is right-handed, right footed, etc., we speak of a 
rigbt-sidedness or-laterality and vice-versa. If there is a consistent 
unilaterality we call it a dominance. If therefoie a person is, let us say 
left-handed and right eyed, etc., his ocular-manual laterality is mixed or 
non-dominant, and is expected to have speech and reading problems. 
The Doman-Delacato clinic records show that reading and speech can be 
remedied if the pioper unilaterality is established through “Neurological 
Organization”. This umlaterality since it affects speech will nornally 
require a dominance of the left cortical hemisphere since speech is 
usually located in the left hemisphere. 

Patterning and Neurological Organization 

Along with the hypothesis ot establishing cortical dominance or 
conirols the Doman-Delacato technique also “patterns” or recapitulates 
the interrupted phylogenetic neural or spinal development of the speech 
defective child. The former retrains the odd function (eye, hand, etc. ( ) 
of mixed laterality and the later rehearses the loco-motor movements of 
crawling, creeping, etc. 

ORIGIN AND HISTORY OF BACKGROUND RESEARCH 

The first published research on the relation of reading problems to 
cortical controls goes back about 40 years to Dr. Samuel Orton who 
studied word reversals on the hypothesis of ( & dominance factor in the 
coitical hemispheres. (1928) Since his time a large body of research 
has accumulated on this facscinating subjects. In a recent article in 
the Journal of the American Association on Mental Deficiency (March 
1966)-Capobianee claims that the researches pros and cons have been 
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almost equally balanced. Relying on Mountcastle (1962) he reports that 
Neurologists studying interhemisphereic relations have published 
inconclusive findings. For researches by Psychologists and Educators 
he relies on Flescher (1962) to report that they often present mutually 
contradictory results when relating dominance or laterality to specific 
achievement. 

Clinical Versus Non-Clinical Research 

For some reason Capobianco completely ignores the impressive 
clinical research done by the Philadelphia group. From other sources 
he gatheis that “Evidence which indicates that reading problems are the 
results of crossed or non-established laterality has been gleaned 
primarily from clinic resources”. He refers to Dearborn (1931); 
Harris (1957); Monroe (1932). On the other hand he claims that recent 
non-clinic research evidence has tended to cast serious doubts on the 
authenticity of these laterality relationships. 

Capobianco in his own non-clinical study on laterality effects with 
mentally retarded adolescnts and their teading concludes that 
laterality testing has dubious practical value, since his group with non- 
established laterality surpassed the performance of the group with 
established laterality perference. His conclusions no doubt aims a very 
sever body below to the proponents of the Delacatio-Doman school of 
Neurological Organization. Let us however ask a few critical questions 
regarding the latest unfavorable research as well as of the other earlier 
seemingly equivocal research results. 

First and foremost let us ask how are we to account for the admi¬ 
ttedly favourable evidence from clinic sources as against the supposedly 
unfavourable evidence from non-clinical sources? There is no question 
of preferring one sources over the other but possibly they might be seen 
to complement each other. We suggest that the difference possibly 
resides in the divergent character of the populations sampled by the two 
research designs. We shall analyze this difference in a later paragraph. 

The second question we should like to ask is what allowance if 
apy were made in these research designs for factors such as came to 



light at the Montreal Neurological Institute. (Newsweek Feb. 13, 1967) 
It was discovered that 67% of the left hanoers have their speech centre 
in the left hemisphere like the right handers. However 18% have it in 
the right hemisphere and 13% have some control from both hemispheres. 
This data makes possible a mixed laterality along with dominance. 
This mixing would make random sampling by way of the usual laterality 
testing most unreliable and we can agree with Capobianco’s conclusion 
that laterality testing has dubious practical testing although we do not 
agree with the reasons he brings for his conclusion. 

We can now return to your first question to analyze why there is 
a seeming contradiction between clinic and non-clinic evidence. Non- 
clinical research will be handicapped and biased since it has not taken 
into account the variable factor of speech control centres or hemispheres. 
Naturally some research resiults would contradict one another since the 
researcher would not be able to recognize or determine the speech 
control centre with the usual tests of laterality. 

On tie other hand clinical research would not have this biased 
sampling to the extent due to its recognition of the speech centre either 
by surgical or pathological information regarding the functioning condi¬ 
tion of the contical hemispheres, to correct or confirm the usual 
laterality tests. 

CONSTRUCTIVE CRITICISM OF NEUROLOGICAL 
ORGANIZATION 

The unmistakeable and often phenomenal successes which the 
Neurological Organization Clinics have marked up for their therapies 
give them the right to ask for constructive criticism and estimate of their 
techniques. They offer today the only hope possible for hundreds and 
thousands of speech problems and aphasia victims. “No argument 
against facts” in the logician’s dictum; If we cannot understand let us 
be silent and strive for an understanding of what we cannot deny* 
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Incidence of Slow Learners in Six 
Selected Municipal Schools of 
Ahmedabad 


Dr. B.K. Ramanujam* 
Miss Sybil David** 

Mr. Harish Upadhyaya*** 


Introduction 

At the clinic for the mentally retarded children of the B.M. Institute 
it has been found during the last several years that quite a few children 
are referred for evaluation with referral problems, viz, '“lack of concen¬ 
tration’’, “slow progress in school”, and “inability to learn”. In general, 
the tendency is to categorise all such children as retarded. We believe 
that the term mental retardation is a very specific one and lack of academic 
progress is not synonymous with it. Furthermore, we presume that 
there are many slow learners in the school population who are never 
referred for assessment. This does not mean that they do not present 
problems to the teachers and suffer themselves. Unless their difficulties 
are understood and remedial measures taken they will continue to lag 
behind. In view of this it was felt that befc re any meaningful suggestion 
could be made in regard to specific ameliorative measures, a proper 
assessment of the extent of the problem is necessary. This, inevitably, 
meant undertaking a survey of the slow learners in the entire school 
going population. In Ahmedabad City there are 721 pre-primary schools 
covering a population of 2,18,739 children (Municipal school records, 1966). 
A comprehensive survey of all these children is obviously not possible 
without adequate financial and personnel resources. Consequently, it 


♦Consultant Psychiatrist, Sharada, and Director, Godavari Ccntie for 
Family Relations, B.M. Institute, Ahmedabad. 

♦♦Psychologist, B.M. Institute. 

♦♦♦Teacher, Sharda, B.M. Institute. 



86 


was felt that a pilot study of the incidence of slow learners in a few 
selected schools would be feasible. Even though this would not give 
accurate statistical data of the total number of slow learners, it would 
provide some general idea about the extent of the problem. From this 
study we excluded private and government aided schools because, 
presumably, such schools are free to reject students if they do not cotne 
up to the mark. Therefore, certain degree of selection would have taken 
place before admission. We felt that incidence of slow learners in such 
select sample would not represent the true state of affairs. On the other 
hand, the municipal schools do admit children without any prior selection 
procedure. Therefore, we could get a more representative sample by 
limiting our survey to only municiple schools. As a pilot study $ix 
municipal schools in Ahmedabad were selected at random, the only 
criterion being that they were located in the centre of the city block. 
Although no attempt was made to select schools on the basis of sex 
distribution, there is one boys’ school and one girls’ schools, the rest 
being co-ed ucational. 

Sample 

The six schools have a total population of 4,250 children. Out of 
these only children studying in the Vth standard were selected, because 
standardized Intelligence Test is available only for Vth, Vlth and Vllth 
standards. The Vth standard was chosen because it was believed that 
the very severe retardates would have dropped out before reaching there. 
It was postulated that only the slow learners would reach up to Vth 
standard. In the classes selected there were 800 children boys and girls 
inclusive. Out of these 124 pupils formed the sample of this study. 

Method 

Before selection of the schools a detailed list of all the schools and 
their location in the various city blocks was obtained from the municipal 
school board. With the help of Administrative Officer, schools were 
selected which would provide a sample representing a cross section of 
the population. At the out set it was decided that the preliminary 
screening of the slow learners would be done by the respective class 
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teachers. Although this procedure may be questioned in regard to 
reliability it was adopted in view of limitations of time and personnel. 
Furthermore, it was felt that if the teachers were actively involved in the 
project their cooperation would be forthcoming more readily and also 
this exercise would sensitize them to become aware of the difficulties 
of the slow learners under their care. Initially a proforma outlining the 

indices on the basis of which the teachers would screen out the slow 
learners was prepared. This was discussed with the head masters and 

the class teachers concerned in the presence of the Administrative Officer, 
Municipal School Board, suitable modifications were incorported in the 
final form as per the suggestions of the teachers. 

Form ‘A’ was designed to obtain general information about 
the selected schools such as, the number of classes, total number 
of students, number of teachers and specific details about standard V. 

Form ‘B’ sought to obtain information about the number of students 

in the standard Vth at the time of the study, the number of 
students who had passed from a lower standard, the number of students 

who had been promoted despite failure and the number of repeaters 
with their age and names. The presumption was that the ones who were 
promoted and those who were repeaters would in a broad sense represent 
'Slow Learners’. An additional factor considered was the incidence of 
such students who are average for standard Vth. Presumably, these also 
would be ‘Slow Learners’. The teachers were requested to offer their 
opinion about the possible reasons for the poor performance of these 
students. Form ‘C’ was intended to obtain information about the selected 
students regarding their performance in class with respect to individual 
subjects, special aptitudes, physical stamina, energy level, behaviour in 
the group and any associated physical handicaps. On the basis of the 
above data the slow learners were selected who were administered Dr. 
Champa Bhatt’s Group intelligence Test (For a discription of the 
aspects which are tested in this test). In addition, Dr. Phatak’s Draw- 
A-Man Test was also given. But for the purposes of this study the 
result have not been included. These tests were administered in the 
respective schools on days previously agreed upon by mutual consultation. 
All the data obtained have been statistically analysed. 10 per cent of 
the sample was selected at random for psychiatric evaluation. Out of 
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12 subjects thus selected only 5 turned up for psychiatric assessment. 
This was undertaken with a view to evaluate the possible psychological 
factors responsible for poor academic performance. The results are given 
separately. 


TABLE 1 


School 

Total No. of 
students in 
School 

Total No. of 
students in 

Vth Std. 

Total No. 
of Slow 
Learners 

Percentage of 
Slow Learners 
per class 

A 

714 

132 

32 

24.24 % 

B 

507 

120 

14 

11.67 % 

c 

879 

203 

22 

10.84 % 

D 

797 

140 

27 

19.29 % 

E 

450 

88 

12 

13.64 % 

F 

903 

117 

17 

14.53 % 

Total .. 

4,250 

800 

124 



Table 1 just gives a general idea of the proportion of the students in 
Vth standard to that of the total number of students and the number of 
slow learners selected by the teachers. The age range of these slow 
learners is from 9.6 to 17.5 years. Out of the total of 124 children, 9 
could not be tested due to absence, and they have excluded from the 
sample under study. This leaves 115 children of whom two more were 
left out of the study because one school did not provide the complete 
data on two children. All the statistical information provided in the 
following tables, therefore, refers to 113 children. 

Ideally age norms for each standard should be available to find out 
if these students in Vth standard are in the age range appropriate tor 
that standard or n<?t. As we have no such standard norms, we had to 
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arbitrarily take 9.6 to 10.5 years as the appropriate age range, secondly, 
standard scores of Bhatt’s test are available only up to 14 years. 

TABLE 2 


Glassification of I.Q,. and Age of Total Pupils tested 


Age 

I.Q. not I.Q. 
available Retarded 

Dull 

Dull 

Normal 

Average 

Above Total 
average 


N 

0/ 

,0 

N % N 

0/ 

/o . 

N % 

N % 

N 

0/ 
/ 0 

N % 

9.6-10.5 

0 


0 0 


6 5.31 

4 3.54 

0 


10 8.85 

10.6-14 

0 


10 8v$5 20- 

17.70 

29 25:66 

20 17.70 

4 - 

.88 

80 7049 

14 1-17.5. 

23 

20.35 

0 0 


0 

0 

0 


23 20.35 

Total 

73 

20,15 

10 8.85 20 

17.70 

35 30.97 

24 21.24 

1 . 

88 

113 99 99 


As the above table indicates there are 103 pupils out of 113, who 
fall above the age range arbitrarily established by us. Nevertheless, there 
are only 23 who come under the age level for whom standard scores are 
not available The remaining 80 do offer scores for statistical purpose. 
Viewed precisely all the 103 should be considered slow learners merely 
on the basis of their being average. The results of their performance on 
tests give further clarification about their level of intelligence. The ten 
who fall wiihin the age range are slow learners due to other reasons: In 
the table, the various.terms as retarded, dull, etc., are used and these are 
according to Dr. Bhatt’s classification. (I.Q. 66 and below retarded, 66- 
76 dull, 77-88 dull normal, 89-111 average, 112-120 above average). 

Out of the 10 within the age range appropriate for standard Vth, 6 
(5 31 per cent) are dull normal and 4 (3.54 per cent) of average intelli¬ 
gence. Of the remaining 80 who fall above the age range those scoring less 
than I.Q. 66 (retarded) number 10 (8.85 per cent) while 20 (17.70 per cent) 
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fall in the range of I.Q. 66-76 (dull), 29 (25.66 per cent) subjects are in the 
I. Q. range 77-88 (dull normal), and 20 (17.70 per cent) are represented 
in the I.Q. range 89-111. Only 1 (.88 per cent) scores above average, 
i.e. 112-120 I.Q. Thus, it means that out of 80 pupils 21 at the time of 
testing indicate definite intellectual capacities which should enable them 
to cope with the demands made in standard Vth and also progress further 
to the standard appropriate with their age. This leads to the inevitable 
conclusion that factors other than intellectual limitation are operating 
to affect their learning. 

TABLE 3 

Mean and Sigma of I.Q,. and Ages of the Pupils 
on Bhatt’s test in the 6 schools* 


School 

N 

I.Q. 

Age 

Mean 

Sigma 

Mean 

Sigma 

A 

19 

78.60 

12.03 

12.16 

1.12 

B 

10 

83.5 

10.95 

11.65 

1.01 

C 

14 

90.95 

10.00 

9.76 

.77 

D 

25 

79.60 

9.25 

10.93 

.99 

E 

9 

78.10 

11.20 

10.72 

1.05 

F 

13 

80.10 

6.35 

10.43 

1.07 

Total for Schools 

90 

81.45 

10.90 

10.67 

1.14 


The above table indicates that the mean age of the 113 pupils is 
11.50 which is above the arbitrary age fixed by us for Vth standard. But, 
taking the sample of 90 we see that the mean age is 10.67 which is slightly 
above the “arbitrary” norm agreed to by us. One significant fact is that 


*Mean age of 113 pupils tested M — 11.50 Sigma — 1.69 
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school ‘C’ has the lowest mean age and comes on top in terms of mean 
I.Q. we can hypothesize that depending upon the overall standards set 
by particular schools the expectations also vary in terms of the perfor¬ 
mance of the children. This has implications in terms of motivation of 
the teachers and the extra effort they can put in to teach the students, if 
adequate opportunities are provided. 

TABLE 4 


Performance of the Pupils in the Examination of 
III, IV and Vth Standards 


Category 


Schools 



Total 


A 

Wei 

D 

E 

F 

N 

% 

Variable 

3 

°Tm 

t M v 

5 1 

3 

2 

7 

27 

23.89 

Consistently 

promoted 

8 

11 

4 

6 

35 

30.97 

Consistently 

repeater 

1 

0 1 

0 

0 

0 

2 

1.77 








Consistently 
passing but 
average 

7 

0 0 

0 

0 

1 

8 

7.08 

No information ... 

9 

9 4 

11 

6 

2 

41 

36.28 

Total 

28 

14 18 

25 

12 

16 

113 

99.99 


It is observed that in the largest number of cases, i.e. 41 (36.28 per 
cent) information was not available to get any consistent picture. We had 
wanted the teachers to mention about the performance of the slow 
learners in their examinations of the ITIrd, IVth, and Vth standards to 
see if the performance falls below par only in the Vth standard or these 
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slow learners show a steady pattren from the begining. The inability of 
the teachers to provide this information was due to the fact that some 
of the children were transferred from different schools, sometimes from 
the rural areas. Nevertheless, we see that 35 (30.97 per cent) pupils out 
of the remaining 72 were consistently promoted indicating that they had 
learning disabilities from the begining. 27 l 23.89 per cent) showed variahlc 
performance passing in the lVth standard but failing in the Vth. Only 
2 (1.77 per cent) were consistent repeaters. 8 (7.08 per cent) were consis¬ 
tently passing but average- The overall figures indicate that there is 
considerable amount of tolerance for slow learners and the schools 
somehow manage to keep them as long as possible: What happens to 
these children emotionally is an entirely different matter. 

One of the-aspects wr wanted to tt x a n ri n e was to get an idea about 
the progress of students over a period of time. Some assessment of this 
area wa* already available in the discussion-about consistent re p ea t e rs ., 
pupils with variable performance, and those who showed inconsistency. 
The subjective impressions or teachers were called for to see if any relation 
between the two patterns emerges. Unfortunately, responses of different 
teachers could not be calculated. However, the findings are given here 
for what they are worth. 28 (24.78 per cent) were reported as remaining 
steady in their progress. Because this was not accompanied by any kind of 
explanatory note it is difficult to understand what it was really meant to 
convey. 45 (39.82 per cent) were reported to have become more weak. 
Only 4 (3.54 per cent) performed better than before. 28 (24.78 per cent) 
did not make any progress. The teachers have tick marked the term 
“sleady" in 28 cases as reported earlier, but failed to do so in the 28 cases 
mentioned above bpt added theix O.WIL_Qal?S°ry of '‘No progress”. 
Because “steady'’ and 'No progress” could mean ore and the same thing 
but the way the teachers have deliberately added a new dimension indicates 
thatthffjffiad something else in mind. In 8 (7.08 per ceat) cases no 
response of any kind has been made. 

In table 5 it is interesting to note that in only 17 cases “Backward¬ 
ness” has been given as reason with "weak memory” coming a second 
represented by seven cases. Although in 19 cases these two reasons spccifi- 



TABLE 5 

Indicating causes for learning difficulty reported 
hy teachers 


Category 

A 

B 

Schools 

C D 

E 

F 

Total 

1. ■ Backward 

9 

0 

3 

4 

1 

0 

17 

2. Weak Memory 

0 

0 

0 

0 

4 

3 

7 

3. Not given 

19 

14 

15 

21 

7 

13 

89 

. Total 

... 

14 

18 

25 

12 

16 

113 





very illuminating. Reasons such 

i as lack 

of care and attention . i or. tnt 


child by the parents amounting lo negligence. Despite the fact that in 
86 cases no information is given as many as in 25 cases carelessness and 
negligence,have been mentioned. This indicates that contrary to popular 
notion even the teachers in municipal schools are aware of the- home 
environment in considerable • number of cases. Even some, heartening 
comments such as if more attention is given the child may show better 
progress but which is not possible because of large numbers in the 
• class-room are made. 


Table 6 describes the performance of the pupils in class as described 
by teachers. The two items which are heavily represented are “lack of 
participation and carelessness” “Backwardness, inattentiveness, uninter¬ 
estedness”, and such other items go-along with general slowness of the 
learning process. When we saw the protocols we Were impressed by The 
fact that some teachers were inclined to emphasize some aspects rather 
than other. For instance all the protocols from one class would contain 
remarks like carelessness and inattentiveness whereas other teachers would 
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TABLE 6 


Attitudes to studies as indicated by the teachers 


Categories 



Schools 



Total 


A 

B 

C 

D 

E 

F 


Careless 

14 

0 

6 

7 

0 

1 

28 

Backward 

8^, 

0 


4 

0 

0 

13 

Reluctance to study 

3 

0 

0 

1 

0 

0 

4 

Inattentive 

5 

0 

2 

5 

0 

2 

14 

Playfulness 

4 

0 

1 

2 

0 

0 

7 

Confused 

1 

0 

0 

0 

0 

0 

1 

Mischievous 

0 

0 

1 

0 

0 

0 

1 

- ... 




- 




Interested in other 
thing 

0 

0 

1 

0 

0 

0 

1 

Lack of participation ... 

0 

0 

0 

1 

0 

0 

1 

Not given 

0 

14 

7 

6 

12 

7 

46 

Total 

35 

14 

19 

28 

12 

18 

126 


emphasize aspects such as playfulness and mischievousness. This indicates 
differential perception and one can only speculate how these perceptions 
might influence teaching and learning. 


$5 

TABLE 1 

Teachers' comments on the nature of the pupils 


Schools Total 

Categories 



A 

B 

c 

D 

E 

F 


Shy inhibited 

13 

0 

0 

3 

0 

3 

19 

Quiet 

5 

0 

0 

1 

0 

0 

6 

Naive 

0 

0 

1 

0 

0 

0 

1 

Non-enthusiastic 

K 

0 

0 

0 

0 

1 

2 

Playful 

8 

1 

1 

1 

0 

5 

16 

Careless 

2 

0 

0 

0 

0 

0 

2 

Lazy 

1 

0 

0 

0 

0 

0 

1 

Mischievous 

4 

0 

0 

3 

0 

1 

8 

Hyperactive 

0 

0 

1 

0 

0 

0 

1 

Always does things 

0 

0 

0 

I 

0 

0 

1 

on own 








Lack of respect 

2 

0 

0 

0 

0 

0 

2 

Lacks good culture 

0 

0 

1 

0 

0 

0 

1 

Needs individual 

0 

0 

3 

0 

0 

0 

3 

attention 








Not given 

0 

13 

11 

16 

12 

7 

59 

Total 

36 

14 

18 

25 

12 

17 

122 


The characteristics mentioned in this table were the spontaneous 
responses of the teachers and specific inquiries were made. Perhaps this 
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explains that in 59 cases the teachers did not offer any comments at all 
and in the rest they chose their own terms to indicate the outstanding 
characteristics of the pupils under study, Two characteristics shy-inhibi¬ 
ted, and careless and playful are mentioned most frequently. On consider¬ 
ing all the responses we noticed that some did not venture to make any 
comment at all whereas others ventured to express their opinion more 
readily. We were attempting to find out if there were certain characte¬ 
ristic behaviours of the slow.learners in this class-room situation. Looking 
at the data as a whole it became clear that the nature described of the 
pupils was the particular teachers’ perception and was not sufficient to 
draw any generalizations. Only the interesting aspects we would draw 
attention to is the dichotomous categories shy-inhibited, playful, mischi¬ 
evous and quite occuring more often than the others. 

Apparently the sex comments apply in regard to attitudes towards 
study because except a few most of the teachers report that the pupils 
were performing satisfactorily m manual skills ; socialization with peer 
group and the ability to participate in group activities was also said to 
be satisfactory. 

TABLE 8 


Number of cases showing associated physical disabilities 


Categories of physical 
disabilities 

A 

B 

Schools 

C D 

E 

F 

Total 

Eye 

1 

0 

2 

0 

1 

0 

4 

Limbs 

1 

0 

0 

0 

0 

0 

1 

Speech 

0 

1 

1 

1 

0 

0 

3 

Epilepsy 

0 

0 

0 

0 

0 

1 

1 

Present (but not 
specified) 

0 

0 

1 

0 

0 

0 

1 

Nil 

26 

12 

14 

24 

9 

15 

JO 

Not given 

0 

1 

0 

0 

2 

0 

3 

Total 

28 

14 

18 

25 

i2 

16 

LU 
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The table is self-explanatory. It is significat that out of 113 only 10 
have some associated physical disability the two notable ones being eye 
defect and speach difficulty. We have reason to believe, however, that only 
very grossly observable defects have been indicated, some minor defects 
being omitted. Therefore, the figure of 100 as not having any defect without 
a thorough clinical check up will have to be accepted with reservations. 

Apart from physical defects general body build and physical structure 
is an important variable. The physical build of all the children in these 
schools needs much to be desired. The teachers were asked to rate the 
pupils on physical build, physical stamina and activity level. In 72 (63.72 
per cent) cases the pupils were rated as average, 21 (18.58 per cent) as 
sturdy, and only 20 (17.70 per cent) as weak. In other words, out of 
U2, 93 (82.30 per cent) did not show any great degree of deficiency in 
body build as compared with their peer group. When we asked about 
stamina 40 (35.4U per cent) reported as average, 24 (21.24 per cent) as 
good, 4 (3.54 per cent) as medium and 37 (32.74 per cent) as weak, (it is 
not clear in what way the teacher has differentiated between average and 
medium as our questionnaire eotained only average). Only in 8 cases no 
information has been given. Thus, 68 (60.18 per pent) pupils fall under 
the category of good to average. But when We come to the activity level 
we see that 50 (44.25 per cent) were reported as average, 3 (2.66 per cent) 
as good and 54 (47.79 per cent) as less than average. Only in case of 
6 (5.31 per cent) no response was offered. If we compare the finding of 
the these tables we notice that despite 93 having reasonably good physical 
build the activity level is satisfactory in only 53 (46.90 per cent) cases- 
Majority show less than average performances. Because the terms are 
so vague we cannot make comparisons. If we had matched the three 
finding of all the pupils under study, possible, a more clear picture would 
have emerged. As this was not done we content ourselves with only 
a comment that despite having average body build and stamina, some 
children do not show the activity level appropriate to their physical build 
and stamina. 

.In our clinicaL experience we have found that the cases-referred to 
us show emotional concomitants along with educational: disabilities. We 
wanted to find aut if'this.was. tcueof non referred cases also. Consequen- 



tly, as a part of the design of the study it had been decided to subject at 
least 12 pupils (approximately 10 per cent of the sample) to psychiatric 
evaluation in order to find out if factors other than low intellectual capa¬ 
city were responsible for poor performance in school. On this basis 12 
subject were selected at random. Unfortunately, out of the 12 only 5 
turned up for evaluation. Of these 5, 2 were found to be dull normal 
and 3 were placed in the category of educable retarded. In one of the 
cases the boy was definitely capable of coping with the requirements of 
his class. Because of his inability to buy the text books and note books 
for the class he was not able to keep up with his peer group. Secondly 
his father, a vegetable vendor by profession, being the only learning mem¬ 
ber in the family, required the boy’s assistance frequently. This resulted 
in the boy absenting himself from class. When the senior author saw the 
boy, he definitely expressed a desire to attend regularly and do well but 
the father had decided that he should leave school. When the father was 
confronted with this, he expressed that he really could not afford to send 
the boy to school. In a second case the boy had maintained third and 
fourth ranks until he reached the fifth standard. He failed for the first 
time in fifth standard as he had become irregular. During evaluation it 
was discovered that he had been put to work in a hotel from morning 
eight till nine at night bringing in a remuneration of rupees twenty per 
month. It may be just a coincidence that in a small sample of 5 we found 
two such instances but one cannot help wonder how frequently such 
instances may occur. On the other hand, in the case of the three girls 
who were evaluated, it was found that there was very little motivation 
towards learning on the part of the girls as well as the parents. It appeared 
as if the parents were content if the girls could master household chores. 
Uniformly, almost all of the pupils in this sample came from the lower 
socio-economic group. Apart from lack of motivation, generally non¬ 
stimulating environment, no significant emotional problems were found. 


Discussion 

This survey was undertaken to find out the incidence of slow learners 
in our school population. Municipal schools were chosen because, they 
perhaps, cater to the large section of school going children of the lower 



social strata who are exposed to the learning experience because of the 
compulsory education system as well as a greater awareness on the part of 
the parents of the benefits of education. These two causes have resulted 
in a number of schools being opened. Despite this effort on the part of 
the government and local authorities, the demand can never be fulfilled. 
The easy way is to accommodate as many children as possible in the existing 
schools resulting in over-crowded classes. The complaints of the teachers 
that because of large number of children they are not able to give adequate 
attention to all is too well-known. The children themselves are the un¬ 
fortunate victims of the facts enumerated above. We became concerned 
with this problem because we saw a general tendency to label all those who 
did not perform adequately as ‘Retarded’. This has very serious 
implications because once the parents become convinced that the child is 
retarded their whole attitude towards him changes. The much more evil 
consequence is the psychological reaction of the child himself. If the 
children are truly retarded the problems will be many and the measures to 
be taken are also different. We wanted to differentiate between true 
retardates and slow learners. In the present study only 10, out of a total 
sample of 113 have been classified as retarded. The vast majority are in 
that sense slow learners. These children usually are thrown out of the 
school system after they fail twice in Vth standard or they voluntarily drop 
out. If children in the age range 11 to 15 are thrown out of school in such 
large numbers without any alternate plans for them what would happen to 
them ? Do they have to be left stranded and face all the consequences ? 
These are the questions which should concern everyone who is interested 
in children. As has been mentioned earlier the majority of the pupils in 
municipal schools come from relatively lower socio-economic groups. The 
sub-cultural environment is also not very conductive to learning. There 
are sufficient studies now available to indicate that children coming from 
such environments perform below par despite possessing sufficient potential 
for competing equally with their more favoured brethren. This is possible 
only when the home environmental is stimulating enough to motivate the 
children to perform better. In our own sample out of 67 cases for whom 
information is available, in 25 cases it was reported that the parents were 
careless and negligent. If this is so it only means that the school will have 



to compensate for the lack at home. This, inevitably means greater in* 
dividual attention different teaching techniques, possibly with modified 
goals. As things stand to-day the very same children who deserve better 
facilities at school and more stimulating environment do not get it. Satis¬ 
factory academic performance being the only criterion on which these slow 
learners are assessed they are bound to fall by the way side In the 
present study the results point out that quite a few of these children 
perform satisfactorily in mannual skills. If the curriculum is so geared as 
to provide them optimum scope for developing skills according to indi¬ 
vidual aptitude with academic learning only as a part of the total pro¬ 
gramme, the maximum scope for their individual abilities would be 
available. This argument become meaningful when we consider that 23 
children between the ages of 14 to Is years will be thrown out with neither 
academic qualifications nor manual skills The sample being .small the 
figures may not look impressive. If we calculate . these numbers for the 
total school going population of the whole country we will become aware 
of the enormity of the problem 

So far we have cansidered only the problem of the children. We 
should consider what all this means to the teachers. Only a teacher can 
realise the tremendous frustration it causes when despite his best efforts the 
child does not make progress. An easy way out is to blame the child for 
his inability. This does not mean that there are not conscientious teachers 
who would like to accept the challenge of slow learners and do something 
for them. In. our experience we have-come across teachers who leel that 
they have sufficient patience and capacity to teach the slow learners hut- 
time and other- limitations do not permit them this opportunity. There 
are other teachers who feel that they, should do something but find them¬ 
selves ill-equipped to cope with the situation 

In view of what has been said above it is apparent that certain 
measures will have to be adopted to give a greater opportunity to the 
slow learners Only tentative suggestions are put forward to initiate a 
debate. It is obvious that the slow leaners will have to be shifted and 
taught separately from the average so that they can learn at their own 
pace This can be done perhaps, best in a special class in the same 
school which the students would attend to learn specific subjects. They 
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will participate in all other school activities with the rest of their peer 
group. The curriculum will have to be suitably modified to include 
mannual arts in addition to the academic subjects. The evaluation of 
the student should be made on the basis of his overall performance 
rather than academic performance only. All this involves a certain 
process of selection which means the teachers will have to be trained in 
special teaching techniques. They necessarily implies modification of 
the curriculum in teacher training programmes. Some general issues 
can be part of teachers’ training but a specialized course will have to be 
introduced for those who would like to take up the teaching of slow 
learners. 

We must admit that despite the large number of children they have 
in their classes the teachers were so alert that they did spot out slow 
learners. Some of them were even aware of the environmental conditions 
of these pupils. This is remarkable indeed. One factor which has to be 
emphasised again is that a large number of slow learners are kept in the 
school for long periods of time. This may indicate a tolerant attitude 
but to what extent is it beneficial to the student is an open question. 
Several teachers one of the authors has talked to have indicated that they 
feel sorry for the child and let him go on. In other cases the parents 
exert pressure and the students are tolerated in school. It may please the 
parents but it does no good to the child. 

Studies in Motivation and learning have indicated that success and 
a sense of accomplishment stimulate the urge to learn more. Failure on 
the other hand may retard this motivation and lead to further failures. 

In a child with average potential the failure does lead to some 
emotional disturbances. As had been mentioned earlier the, psychiatric 
evaluation of small ratio of the total sample did not show any gross 
psychological disturbances. The reasons for this are not entirely clear and 
only further studies can enlighten us on this issue. We may venture on 
some speculations without claiming any scientific validity. Possibly the 
home'environment and parental attitude are such that educational accom- 
lishment receives great emphasis, then failure to achieve will,' precipitate 
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emotional reactions in the parents. This will affect the emotional life of 
the child also. In our sample evaluated psychologically we have noted 
that most of them came from low socio-economic group and the parents 
themselves were not very particular about the child’s performance. In the 
case of boys the contribution they could make towards the family economy 
was more important. As regards the girls, their ability to master house¬ 
hold chores was considered more useful than academic learning. 
Perhaps, this provides a situation where no conflicts are aroused because 
there is no incompatability between the parental aspirations and the 
childs’ abilities. We must mention, however, that in two cases, despite 
the child’s motivation to learn, the environment factors did not provide 
them with the necessary opportunity. This factors assumes great signi¬ 
ficance in view of the fact that recent studies have established beyond 
any doubt that cultural deprivation effect the level of intelligence and 
schoolastic performance. Recognizing that a vast majority of school 
going children at the primary stage suffer from such a disability we 
cannot remain complacent. We do realize that the sample covered by 
the study is small and no generalizations can be made on the findings. 
Nevertheless, one fact becomes very clear and that is, that the incidence 
of slow learners amongst the school going children is very high indeed. If 
calculated for the whole primary school population it may run into milli¬ 
ons. The question is whether we sacrifice these millions of children 
because of their inability to compete with their more favoured brethren, 
or do we capitalize on their potential and provide them the necessary 
opportunity in which they can make progress at their own pace. Their 
capacities are by no means such that they have to be considered as total 
failures. There are very many things they can do and contribute to the 
national economy. Furthermore, the inherant right of every individual 
to be provide with the environment in which he can realise his maximum 
potential becomes a meaning platitude unless we do something about it. 
We firmly believe that these vast majority of children should not be 
isolated from their more average peers but should be taught with them 
with addition and care. Different teaching techniques will have to be 
evolved so that their abilities can be utilised to the maximum. In short 
we are making a plea for establishing special classes in the regular school 
system which will provide not only academic teaching but opportunities 
for vocational training from the beginning. This necessarily involves 
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sensitising the teachers to recognize the slow learners but also train some 
of them with the necessary aptitude and dedication in special education. 
This calls for re-orientation of teachers training programmes and modi¬ 
fication of curriculum for the slow learners. This will save large number 
of teachers from frustration and will give new hope to the slow learners. 
Is this too much to ask ?? 
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Training the Mentally Handicapped 
Deaf Child 


Mrs. C. Khan 

Training the mentally handicapped deaf child presents vast problems 
which require unceasing research towards clarification of the numerous 
variables involved. The foremost of these, are the difficulties encountered 
in the .testing of two different functions; hearing and intelligence 

Problems of Diagnosis 

A differential diagnosis of hearing disorders alone, necessitates 'an 
approach which interprets hearing responeses in a background of paedia¬ 
trics, otology, psychology, audiology, neurology and an understanding of: 
middle ear conductive mechanisms; cochlear and central functions at corti¬ 
cal levels. Hearing tests are therefore interpreted in terms of the behaviour 
of the individual within a background of social and emotional environ¬ 
ments. 

The assessment of hearing thresholds of a child with limited intelli¬ 
gence requires a series of special types of objective, rather then subjective 
response test. But, at best, these provide mere guide lines, where amount 
of hearing loss is conjectured, rather than implicitly diagnosed. 

The testing of the intelligence of a deaf child poses special difficulties 
in assessment. This is because the levels which the child presents 
may be due to lack of hearing function or a language deficit and not due 
to lack of mental function at all. The classification of a dually handi¬ 
capped child thus becomes well high impossible at this early stage. 

Some aspects or testing. Several techniques are employed to differ¬ 
entiate between types of deafness (the main categories of hearing loss being 
conductive, sensori-neural, central or functional), and degree of deafness, 
which ranges on a continuum from mild loss to profound deficiency. 
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Important diagnostic tests are : pure tone, impedence and speech 
audiometry. In peripheral lesions, there is usually a consistent relation¬ 
ship between pure tone thresholds and threshold for detectability of speech 
discrimination, but in central lesions this is singularly absent. The 
hearing responses of the child with brain damage seems to be mostly 
inconsistent, especially when visually involved. As the mentally handi¬ 
capped child matures, this inability to carry out auditory performance 
tests appropriate for their mental age continues. 

Since most hearing tests require subjective responses which are 
highly dependent on association of a sound signal with an activity, the 
deaf child with central and cortical malfunction is unable to grasp the 
idea of what response is required, when hearing threshold is reached. 

Objective audiometry : Experiments in sleep encephalo-audiograms (by 
Taylor and Gordon) with very young children have provided additional 
investigations into this problem, but errors in diagnosis continue to 
constitute a major hurdle. While admitting that E.E.G. audiograms are 
especially helpful in early assessment, there seems to be grave and urgent 
need for yearly or periodic re-assessments of both hearing and intelligence 
levels after training. 

It would seem that careful observation and special conditioning 
techniques need to be perfected in order to help ascertainment and 
investigation. 

Educational Placements 

Educational placements will naturally depend entirely on the results 
of diagnosis. Depending also on chronologicol and mental age, ability, 
aptitude, degree of loss and type of deafness; the child would require 
attendance at. 

(a) A slow learners group in a regular school for the deaf. 

(b) A school for retarded children with special help from a trained 
teacher of the deaf. 

(c) An occupational training centre within between categories 
specially catered for. 
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Training the Auditory Imperceptions 

Training the auditory imperceptions of a child with the dual handi¬ 
cap of deafness plus mental retardation requires a carefully structured 
system of the use of sense-training through purposeful goal-directed play¬ 
way methods of teaching. These teaching methods employ copious use 
of lipreading and oral language at elementary levels, percept and concept 
formation, direction finding, spatial and temporal differentiation and the 
use of vision, tactile and kinaesthetic sensations, together with, vibrations 
and vibratory patterns to iniate interest in sound and from then onwards 
to create associative patterns. 

Careful observation by the teacher guides the way in which a child 
should be further stimulated and an immediate utilization of whatever the 
child may offer in activity or speech obtains results which often surprise 
the teacher and the taught. 

Auditory training aims towards awakening an interest in the environ¬ 
ment. A study into motor systems, responses, input information and 
feedback circuits, take the teaching methods into the realms of experi¬ 
mental psychology and the cybernetic principal. The systematic use of 
the cerebellum through the propioceptive are and the stabilization 
of one unit of a whole system of neural reaction. The neocerebellum is 
then activated through a structured methodology, so that the cerebellum 
compares the true input, i.e. the auditory representation of the goal 
and the propioceptive indication of the position of the muscles for the 
particular motor response, and ultimately to the articulatory aspects of 
speech. 

Penfield and Roberts have shown relationship between the idea or 
thought converted into electrical potentials and the conduction and 
transmission of the appropriate nerve impulse. If we accept their descrip¬ 
tion of consciousness, “as a succession of perceptions of the present, 
recorded in the brain, in continuity of time — yet separable related ex- 
periens ceclassified and made available for later selective reconsideration”. 
We can argue that this training should also be based on experience, 
memory responses and interpretative responses to form neuronal record 
of this own stream of consciouness, through ganglionic cells and synaptic 
junctions. 
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Since voluntary recall requires a chain of associated emotions, 
rehearsals are given immediately after the auditory experience and repeated 
contact is maintained to avoid forgetting. 

Conceptual memory is thus formed as each sound experience becomes 
meaningful. Gross sounds of sufficient intensity (and through amlifica- 
tion with an appropriate hearing aid) are initiated to produce vibrations. 
Once the breakthrough between the child and the sound environment has 
been made, the training becomes comparatively easier. Much perserverance 
and persistence is required to iniate this first step towords the recognition 
of a sound stimulus which occured from a particular source. The next 
step of training is through direction and localizing of the sound source. 
The discrimination between two sounds are then undertaken, while parti¬ 
cular responses are repetitiously conditioned to variegated sounds. 
Initially these conditioned responses are contrived for every aspect of 
mental cognition. Training of elementary reflex movements to a sound 
source are then made fully automatic with practice. Later on, the 
voluntary response is trained to the sounds of speech, which is the ultimate 
goal. 

Thus conditions of attention are shifted from the objective, which is 
wholly determined by some external factor in the stimulus; to the subjective, 

where attention is determined by interest and the readiness to function of 
an inner disposition or tendency. 

Since the selection of concepts seems to be the first part in the process 
of speaking, the awakening of the individual’s own word patterns is the 
second part and voluntary use of those patterns, the third part, and since, 
Speech Perception implies a reverse process; patterns of listening or vision 
other sensations are trained to send a stream of afferent impulses over the 
visual or auditory routes, through “transmitting stations of the cortex, into 
the centrencephalic system. From here, the stream must somehow exert its 
patterned effect upon the speech mechanisms of the dominant hemisphere. 
Ganglionic counterparts of the words are thus activated, in the speech 
mechanisms. As each sound or word complex is activated.it wakens by 
its own automatic reflex, the corresponding concept”. 

Taking into account the above data, the teaching or iniation of 
speech perception preceeds the motor response. It uses methods for th§ 
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most elementary forms of perception and cognition through sensa tion until 
insight is obtained. These methods give a presentative or actual sense 
data ; re-presentative or revival of past sense experience of the same 
situation or object and relational or relation of factors determined by 
the object perceived to its sensory, ideational, and affective context. In 
other words the relation of “figure and ground” is always maintained, 
in the perceptual experience. 

Space preception : The problems of localization of sounds, present 
further obstacles in training. This is because sounds are localized with 
respect to direction and distance. The relative case or difficulty with 
which attention is maintained and the condition of the organism, together 
with the time interval between two stimuli, will either give a unitary 
impression or the interval will break up into component parts held 
together as a whole conceptuality. Drever and Collins states that the 
sensory present extends upto about 4 seconds of highly attentive 
consciousness. Rhythm is introduced through music. Accuracy of per¬ 
ception is trained where the child is practised on length of sound, stress of 
sound, pitch and intonation patterns. Maintenance and reproduction 

appear most accurate when the interval is 7 seconds or more. Rapid 
rhythms are therefore introduced first. 

Attention or focus of consciousness is trained through deliberate 
contrivance of selective activity, beginning with one object at a time, 
and leading 4-5 object at a time. 

The games seek to obviate fluctuations of attention due to peripheral 
causes and also those central in origin. Rest periods are allowed after 
each activity. This is based on the assumption that fatigue period. 5 of 
atleast 6-15 seconds do occur and also on the fact that when the stimulus 
has ceased to affect the senseorgan, a memory image or after image emains 
of the impression. Since recognition of sounds and span of attention 
depends on the memory image, special games are contrived towards this 
need. 


Expectant attention is hinged to await the expected stimulus, where 
reaction time is almost immediate. Highly stimulating aids achieve this 
end. Apperception and speed are then trained through the conditioned 
reflexes so that learning in its fullest sense take place. 
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To sum up : Before iniating any training programme with the 
metally handicapped deaf child much attention is paid to situations 
of negative adaptation, habituation, conditioning, preferences, discrimi¬ 
nation learning and the determining effects of conditions of practice on 
motor skills. Memorixation retention and recall are the main focus of 
attention to enable the mentally subnormal deaf child develop to the 
limit of his potential. 

In the field of auditory training other factors of verbal learning, 
with regard to length of material presented, meaningfulness, difficult 
factors influencing time, seiiai, learning must be looked into. Individual 
differences, age differences, sex differences and data on massed practice 
and distributed practice whole and part learning could be studied with 
profit, if training is to be systematic and structured. 

Transfer of training and the time intervals between learning and 
testing are gradually increased. A knowledge of the psychology of for¬ 
getting. interference, cognitive processes and psychophysiology are 
factors which the teacher must be aware of before undertaking the 
challenging and most rewarding job of training the mentally handi¬ 
capped deaf child. 
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An Ideal Institution for Mentally Retarded Children 
(Elwyn Institute, Media, Pennsylvania 19063 U.S.A.) 

Shri B.S. Ardhapurkar 

Recently I had a golden opportunity to visit United States and work 
in an Institution called Elwyn Institute, which is the largest Private 
Institution of U.S.A. for mentally retarded children. My experience of 
working there was very rich and fruitful and I thought that it would be 
fine if I share my experience with the learned delegates and workers in the 
field of mental retardation of this conference. Whatever, I am going to 
express are my personal views as an observer and it could be that Elwyn 
Authorities may not agree with my views. 

Elwyn Institute was established in 1852 as a non-profit private 
school. The school is located at Elwyn, Pennsylvania, approximately 15 
miles from the centre of Philadelphia. Elwyn is located on a beatiful 400 
acres campus with beautiful apple, cherry, peaches, orchard and magni- 
ficiant oak, tulup trees all around. The campus has about 21 major 
building, many old but stately and a very modern up-to-date educational 
building. 

Elwyn takes care of 1,100 residential and 200 day scholar children. 
Students who can participate in the education or training programme are 
accepted from any state or country. They prefer to admit Children 
between 5 and 15 years, but sometimes selected plder students are 
accepted. 

For educating 1,300 children Elwyn maintains a highly qualified and 
distinguished staff of 560 employees. 

The staff pattern is divided into following services . 

(1) Administrative services 

11.1 



(2) Students services 

(3) Special services 

(4) Clinical services 

(5) Education and training 

All services are under an independent director who usually has Ph.D. 
Degree to his credit. 

Administrative services control apart from business office services 
like dietary, house-keeping, laundry and a campus shop. 

Dietary services are under a trained and very experienced dieticians 
who prescribes the weekly Menu according to calaries value. Break-fast 
consists — fruit juice, cereals, toaste, 2 eggs, glass of milk and coffee. 
Lunch consists of soup, different saudwitches, delicious dissert and a 
glass of milk to drink. The dinner also is very nutritive with seasonal 
fruits. Children are served food on tables in a common dinning-room. 
But Elwyn wants to get rid of common kitchen and hugh dinning-room, 
hence they have started on an experimental basis kitchen into two halls. 
In this way hall becomes a real home for the children. 

Laundry 

I Was very much impressed to see very modern type of power 
laundry and was particularly happy to see Elwyn students working in 
the laundry. A child has to use towel only once. Then it goes to 
laundry for wash. It was particularly amazing to see that they use only 
white towels. In our country we usually avoid using white clothes for 
children. All the clothes are washed in the laundry. I personally feel 
that every Institution in India should go for this amenity. No doubt this 
will be expensive but it will be highly hygienic and it will definitely brighten 
the atmosphere of the Institution. 

Campus Shop 

Elwyn runs a campus shop which is a general store and a small 
cafeteria on non-profit basis. Here, children visit in the evening on the 
day of their turn and purchase things like soap, tooth paste cream and can 



have a cup of coffee, popular snack like Hot-Dog and Sandwifches. Small 
children are usually accompanied by their Counsellors who give them 
training in how to make purchases and how to use money. The campus 
shop gives opportunity to students in learning how to make use of money in 
a fruitful way. 

Students Services 

Students services control the students and their placement in different 
halls. I think it will be useful if I speak something of their living accom¬ 
modation and its management. 

The entire building in which there are usually from 200 to 250 students 
is called Hall like — Lied Hall etc. The hall is divided into three or four 
dormitories called clubs. They do not like to use words dormitory. Each 
Club has about 50 students. Every child is provided with a very fine cot 
with bed with fine linen bed-side — locker, and a cupboard. Every club 
has one official television but I saw most of the boys have their own 
T.V. Sets and Radios. 

The entire hall is controlled by one person who is called Building 
Supervisor and he is assisted by two Assistant Building Supervisors. They 
are assisted by Counsellors who look after different clubs. Here 1 would 
like to state that Elwyn does not like to call the direct service people as 
attendants and hence they call them as Counsellors. Counsellors works in 
two shifts from 6 A.M. to 2 P.M. and 2 P.M. to 10 P.M.. From 10 P.M. 
to 6 A.M. Children are guarded by night watch. 

Counsellors do all the work of children and I was so happy to see one 
counsellor cleaning the mess done by one aged lady student. 

Students services run one of the finest recreation programme which I 
have ever seen. It includes, indoor and out-door games. Indoor games 
consists of Billiard, Bowling etc. Children play base ball, tennis. They 
are shown regular movies on Saturday and Sunday nights. Every 
Wednesday and Friday evening boys and girls take part in instructional 
dancing. 

The feature which attracted me most is the Elwyn’s Swimming Pool 
Children are given instructions in swimming and they take advantage of 
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this pool from ? A.M. to 10 P M. by rotation. I was so happy to. sed 
M.D. Boys and Girls Swimming in Olympic type Swimming Pool. This 
serves two purposes One best kind of recreation and secondly best 
kind of exercise. 

Elwyn has a very fine training in scouting. I saw children going an 
over-night camping in Scout-Uniform. Students take pride in being a 
scout. 

Evaluation Centre 

Elwyn has a finest evaluation centre equipped with experts from all 
the branches of sciences concerned with mental retardation. It includes 
Department of Biochemestry, Cytogenetics, dental services. Electro¬ 
encephalography, medicine, neuropedatrics, pediatrics, psychiatry, psycholo¬ 
gy, and social services. 

Every newly admitted child has to undergo evaluation from all these 
departments. 

Psychology Department is not only concerned with evaluation but 
they are involved in therapy. I was very much impressed by the idea of 
giving behaviour therapy by the Elwyn Psychologist. Their immediate 
concern is to treat the symptoms without going deep into its background. 
This appears inadequate for analytical psychologist — but I was convinced 
that this type of therapy is practical, effective and pragmatic. 

Education and Training Progr amm e 

Now, I shall discuss about Elwyn’s Education and Training Pro¬ 
gramme which according to me is one of the finest I have seen. 

The Curriculum is organised around the following eight areas: 

(0 Communication 

(2) Expression 

(3) Personal Development 

(4) Social Adjustment 

(5) Environment 



(6) Responsibility 

(7) Safety 

(8) Leisure Time 

The Educational programme is divided into two broad categories :— 
(i) For educable students (ii) For trainable. It is based on the needs, 
interests and aptitudes of the students. The school is ungraded, students 
are placed in groups according to achievements and degree of social de¬ 
velopment. The programme is enriched with physical education, handi¬ 
crafts, choral and instrumental music, and home-making activities. 

Personal hygiene and appearance,'social amenities, money handling, 
speech improvement are stressed. The student is encouraged to assume 
progressively greater responsibility for personal care, possessions and use of 
time. In short, efforts'are niadetbgive maximum opportunity for the 
students for well-rounded development. 

Training programme starts after 16 years of age. Here efforts are 
made to find-out a suitable jobs for the student at the same time efforts 
are made to develop good personal habits which are required to become 
a productive employee. The goal of Elwyn is to rehabilitate students 
direct in community and hence they direct their all round efforts for pre¬ 
paring students to live in community independantly. He is given training 
in how to earn money, how to spend money, where to purchase, where to 
eat, and how to manage their budget. 

While at Elwyn students may choose on the job training in 15 trades. 
They are baker’s assistant, carpenter’s helper, hospital aide, laundry 
helper, painter’s helper, plaster’s helper, plumber’s helper, printer’s 
assistant’s stock tailor’s assistant. 

All these courses are recognised and students are awarded certificates 
after completing courses successfully. 

After he has finished trade training, the students is placed in Elwyn’s 
Community Work-Half Way House Programme while living in this Half 
Way House, student goes out in a community to work. He travels to his 
job by bus, street-car or train. He is given increasing responsibility for 



his performance at work and for taking care of his room and possessions. 
Vocational Counselors meet students once a week and give him necessary 
counselling. They see his budget sheet and how nice he is managing on 
the job. They also keep in touch with the employers and try to know 
student’s progress and abjustment on the job. 

As soon as the student shows capacity for independant living and 
satisfactory adjustment to his job, Elwyn helps to him to find a place to 
live in the community as a free independant citizen. I am happy to 
inform that at present there are 130 students living in the community and 
doing fairly well. Most of them are married and possess fine cars. 

The success of Elwyn is due to its devoted staff who has a firm con¬ 
viction and faith for this work. They go on experimenting and changing 
their educational programme as the needs change. They very politely say 
that we do not have all the answers and' we learn most effectively from our 
students who in turn are our teachers. 



Habilitation of Mentally Handicapped (Retarded) 

Shri G.T. MATTA 

The mental retardation is a symptom of Cerebral dysfunction. 
The mentally retarded individual is fundamentally the same as the so 
called “Normal” person, only operating at a lower level of intelligence. 
He is a person, who from birth or very early age is lacking in intellectual 
endowment. He lacks in general alertness, initiative, creative attitude, 
sentiments and ideals. He lives by habits and learns by rote. In simple 
words, he is one of those who were “behind the door” when the Almighty 
was handing out intelligence. As a result, the degree of self-sufficiency 
from the point of view of his economic and social level is at a much 
lower level. In other words, he is going to be slower in developing than 
other children of his own age. The mentally retarded child, because of 
his limited capacity and extreme dependency is perhaps, more than any 
other child, a victim of his own envirnments. 

The mentally retarded can be divided into three groups : (1) Severe 
ones; who have limited intelligence as to never progress beyond the 
abilities of a child of two to four years. Such people need careful and 
devoted training in order to learn to feed and keep themselves clean and 
require continuous supervision and care to protect themselves from every 
day common dangers. If the parents can not manage this, institutional 
care is essential. Luckily, this category of mentally retarded amounts to 
only about 5% of all cases of retarded. 

The cases of moderate mental handicap are slightly better off and 
have sufficient intellect to attain a degree of ability equal to the child of 
the four to eight years. They can learn to dress, feed and keep themselves 
clean. They can be taught to carry out simple domestic and labouring 
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tasks. However, they cannot benefit from formal education. They 
constitute about 20% of all cases of the retarded. 

The remaining 75% are those who suffer from mild mental handicap 
They can be taught to read and write by special methods, to carry out 
domestic, simple factory and labouring tasks and to take their place as 
adequate member of the community. Their capacities are such that they 
are too slow to keep with normal children and if they are not provided with 
special education, they fail to attain the necessary abilities to look after 
themselves and hold a steady job. 

In terms of I.Q., those who are below7G are considered to be mentally 
retarded. Individuals with I.Q. 50 to 70 are termed mildly mentally 
retarded and with I.Q. between 25 and 50 are considered to be moderately 
mentally handicapped and those with I.Q. of less than 25 form the 
severely mentally retarded group. 

In our country, the vast majority of the mentally retarded either have 
not received any help or received very little help due to lack of facilities 
for adequate diagnosis, complete valuation, care, education, family guidance, 
sympathetic environments and public understanding. Another real problem 
is that the vocational schools are practically no-existant. 

Foremost amongst those who must be prepared to carry a very 
significant burden of the habilitation programme are their parents: With 
love sympathy they can help their children to achieve nearly complete 
independence during easy life, leading to adult security and motional 
stability. It is absolutely unrealistic to think that a retarded person’s 
behaviour is the direct result of his handicap. He is as much a product 
of his environment as any normal person, and parental attitudes play an 
important role in the.success or failure of the programme. Parents who 
understand, accept and work with their child can be of great help in 
encouraging, stimulating and strengthening his efforts to make full use of 
his abilities, what* ever they may be. Further more, they bring to the 
child needed environment experiences, which are immensly valuable in 
helping him gain control of his social, educational and psychological pre¬ 
parations for life. It is often noticed that they are either over-protected 
or neglected but are seldom understood and given opportunities for normal 
development. 
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Vocational success depends on many factors other than only intelli¬ 
gence. Moreover, in the present highly industrialised society job oppor¬ 
tunities exist for all levels of ability or skills. Purely rep'eatitive 
routine operations can be successfully performed by stable mentally retarded 
with measured intelligence level of about five years. Therefore many 
mentally retarded of about 5 years of intelligence level can become parti¬ 
ally or wholly self-supporting, provided they have heen properly trained 
and placed in suitable jobs and provided they are given the necessary aid, 
supervision and protection by parents, relations, friend s and public agencies 
and provided they are not handicapped by personality disorders or serious 
sensory or motor defects. If they are helped in understanding their 
limitations, interests and capacities and taught through concrete meaningful 
experiences, they can be made productive workers. Parents, however, 
must recognise the limited achievement protential of their children and 
reconcile themselves to their limited goals. It is said that the retarded 
are not without potentialities. They have some specific ability in music 
or arts and crafts, which if developed, can make them self-supporting. 

Thus the early introduction of counselling and guidance programme 
is bound to be much more effective than the later when their behavioural 
pattern has been established. By becoming productive workers they can 
help themselves, their homes and the Society at large, parents must realise 
that it is of less importance whether their living conditions are humble, 
whether the kind of work they do is simple one and does not fit the status 
of the family. The main thing is that they can manage to perform their 
work at the same time manage to live their simple lives in a free society. 

In general, the mentally retarded worker needs more understanding 
on the part of his superiors than the normal. If this is available, an 
excellent response is obtained. New job must be very carefully explained 
and demonstrated but once the method and idea are grasped one can be 
quite sure that instructions will be carried out accurately for an indefinite 
period. The affected person is lacking in adaptability and thus should 
not be switched from one job to another without preparation. Therefore 
in our country, barring a few selected mentally retarded, it may not be 
possible to place them in open employment as It is not always possible to 
have sympathetic employers and protective environments they peed. 
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Moreover, huge surplus of man power has also adversely affected their 
employment. It is therefore, absolutely necessary that we must establish 
the sheltered workshops to prepare them For useful role in the society and 
to make them economically independent as for as possible so that they are 
not burden on the society. Such workshops can assess their abilities and 
strongly motivate them. Such workshops would play a vital role in 
training on the job and develop their work habits, work tolerance, co-ordi¬ 
nation and productive speed. In the sheltered workshop it is not only 
the actual job which is taught but specific job habits and proper attitudes 
required of the worker are emphasised. Because, if retarded is to achieve 
remunerative employment, the development of the appropriate behaviour is 
necessary. Various follow up studies in the U.S.A. indicate that jobs are 
lost by the retarded more freqently because they lack appropriate work 
behaviour, than the lack of specific vocational skills required on the job. 
Moreover, the retarded are induced by the undesirable elements to take 
part in anti-social activities. 

Sheltered workshops in some case are used as interim placements 
till the job is secured in open employment. In most of the cases probably, 
they may be kept in the sheltered workshops permanently if there are no 
openings outside. These workshops permanently if there are no openings 
outside. These workshops get such contracts as labelling, assembling, 
inspection, tracing, cutting and sewing etc. Since, the job opportuni¬ 
ties for the retarded are very limited, it becomes necessary to train them 
through sheltered worksops only on specific jobs. The research results 
of other countries indicate that they have been successfully employed in the 
unskilled types of works such as : helpers, delivery boys, cleaners, simple 
machine operators, repair service, labourers, lift-men, light duty clerks, 
garage-helpers, tradesman, workers in hotels, hospitals and farms, car 
washing, parking attendents, laundry workers, shop boys, messengers, 
packers, folders etc. 

Here is What Connecticut employers think about mentally retarded. 

J. Mr. William Sleith : “Retarded girls quickly equalled the production 
rates of women who had been on the jobs several years. They are 
rarely absent and never late. The rejection rate is lower than that of 
Others”, 
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2 Mr. John Lachance : “They stay on the jobs and are always in time. 
If you ever had experience with the unusual run of disg-washers, you 
will be delighted with mentally retarded workers”. 

3. Mr. Wilhelmina Spanagel : ‘‘Our mentally retarded workers have 
learned to operate simple machines. You and I might find this work 
boring but it poses a real challenge to them. They have had to work 
at the limit of their capacity”* 

Thus the public and Government need to be properly enlightened 
that the preparation of mentally retarded for useful role in the society 
and industry must receive more attention. The needs of the retarded 
must be met if he is to make adequate - community adjustment. He must 
be given the personal support and wise and careful counsel, which will 
enable him to feel himself a person of worth and dignity. His major 
needs as a person, such as areas of independent living, inter-personal 
relationships and productive activity must be provided. For community 
adjustments as an adult, he requires community support and services, 
sufficiently varied to be adaptable to his individual requirements, sufficiently 
flexible to enable him to move upward to increasing level of competancy 
and independence and sufficiently integrated to enable him to function as 
a total person. Dr. Rusk says : the 3 most important questions in the 
rehabilitation of the persons with the disabilities are : (1) Does he have 
a job to which he can go? (2) Does he have a home? (3) Does some one 
love him ? In all these areas the sheltered workshops can help both 
directly and indirectly as their purpose as to provide extraordinary oppor¬ 
tunities for the people with less abilities. The development of the sheltered 
workshops is a national problem and it requires a national solution. 
Measures should therefore, be taken by the competant authorities in 
co-operation, with private organisations to organise and develop arrange¬ 
ments for training and employment under sheltered conditions. Thanks 
to the efforts of the society for the vocation rehabilitation of the retarded 
in Bombay Matri Seva Sangh, Nagpur, Society for care, treatment and 
training of the children in need of special care, Bombay, Children’s Aid 
Society, Bombay, Haver B. Mathan, that something definite in respect of 
Vocational Training is being done in Maharashtra. It is clear that the 
right to work for the retarded who are difficult to place can’t be realised 
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if public authorities do not take an active part. It Is the society as a 
whole, that must realise that the mentally retarded has a mind which can 
be educated, a hand which can be trained and ambitions for which he can 
strive and it is their duty to help him to make the most of himself so 
that he can be social asset and not a liability. 
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Towards a Curriculum 

Dr. Sosi Roy 

At a moment when we in India have progressed fairly towards the 
education and training of the mentally retarded children, no opinion can 
differ that all the institutions dealing with the affair should have a common 
curriculum. Procedures may differ in different institutions and with 
advancement of research, particular institutions may evovle more effective 
methods of approach, but the main line of training and care should be 
common. Mrs. S V. Char put forward a broad curriculum in the First All 
India Conference during 1965. We are thankful for the initiative she took. 

My treatise is nothing but a development of the broad aspects of the 
curriculum and I hope other efficient specialists would bring forward more 
worthy points of development on different aspects of the curriculum. But 
we should proceed towards a uniform curriculum adoptable to all the insti¬ 
tutions for the mentally retarded children in India. 

To be brief, I would speak on the very initial class which is, as I 
think, the most essential for the whole programme of training of the 
educable mentally retarded children. 

Before discussing the particular aspects of the curriculum for the 
initial or elimentary class, I must discuss the type of children we receive 
for training and their mental capabilities For to aim at any process and 
procedure of training we are to assess how far these retarded educable 
children may vary in receptive capabilities and in what ways they may res¬ 
pond to the training procedure. 

If we make a broad division of the class of students we receive for 
education and training, we may classify them on the physical and 
mental capabilities as (1) Microcephalic (2) Hydrocaphalic, (3) Mongol, 
(4) Cretin, (5) Epileptic, (6) Cerebral palsied. 

There may be others affected with (1) Tuberous Sclarosis, (2) Niavoid 
amentia (3) Neurofibromatosis, (4) Acrocephalosyndactyly (5) Arachno 
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doctyly etc, whom we may hardly accept as educable for their severe type 
of mental deficiencies. 

For education and training we may at best deal with the characteris¬ 
tics of six classes I have already mentioned. 

All the six classes differ widely from one another in mental character¬ 
istics and consequently procedures of training should essentially differ for 
each class. But still they are to be grouped under uniform curriculum for 
training. 

Microcephalic children with cephalic indix (breadth/length (0.73) posses 
intelligence leval varying between subnormality and severe subnormality. 
Students of the type can hardly concentrate on the meaning of words or 
process of utilisation of words and figures for construction and they always 
show a marked tendency for imitation. They can imitate a lesson without 
any understanding and even sometimes without racognising the alphabets 
forming the words of lesson if the same are in script. I can cite an 
example of a student of our institution ALAKENDU BODH N1KETAN, 
who even can reproduce a sum with all the figures and even the realt after 
it is worked out. But he can never work out another sum of the same type 
with very little charge in the digit. 

Hydrocaphalic students of serious type remain acutely ill and mostly 
bed ridden, but mild type of hyprocaphalic students are often admitted 
into school though very less in number. These children differ in mental 
capabilities from microcaphalic and they mostly become quiet, affectionate 
and obedient. Such children respend to class teachings. With difficulty 
they can understand at least a part of the lesson after repeated training in 
different forms. 

Mongol type students, if not affected with serious abnormalities of 
eye, which are common to them, show a tendency to imitation without 
any understanding. They show serious defects in conception of special 
difference (Gestault function) and concept of size (large/small) distance 
(nearer distant) specially correction in counting is lacking in them. 
Music is very favourite to them and the medium of music for training is 
effective for this children. 
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In cretin children mental capabilities very from severe subnormality 
to subnormality and educable cretins seriously lack in understanding of 
lessons. 

Epileptic children of different forms show varied mental qualities. 
Most of them are hyperkinetic and can hardly be made seated quiet for 
imparting any lesson. To reduce the tendency of hyperkinetic movement, 
which is not at all beneficial to them they need regular class of siler ce, 
where the formation of habit of being seated quiet in darkness is practiced. 
Before any attempt to follow any serious curriculum can be adopted for 
them. Experiments of projection of colourful picture and disign on the 
screen through epidiascope incites in such hyperkinetic children a tendency 
in identification with pleasure. The method is practiced effectively in some 
institution under the Rudolf Steiner group. 

Serious hyperkinetic types also respond to gch picture projections 
occasionally. Specially design in colour proved effective in arresting 
attention of such hyperkinetic children. 

Cerebral palsied children who are not severely subnormal can follow 
lessons. Specially in the Spastic type children subnormality is less 
marked. 

Now to plan a curriculum and specially the procedures to work out 
the syllabus or curricular activities for such varied type of childrerj grouped 
in class or grades and sub-gioups thereunder either on I.Q. or mental ability 
level certainly appeares very difficult. Still we should adopt one curri¬ 
culum, as far as practicable and adopt different procedures for different 
types of students of the same class sub-groups categarically on mental 
capabilities. 

As 1 have said before I attach all the importance on the elementary 
class or ‘Nursery class’ as that is the foundation for success of further pro¬ 
cedure of teaching to be adopted. Age groups of students ‘Nursery class' 
can be fixed within 6-8 years with mental age of about 5 years. Mostly we 
get sub-normal children of this age to begin with, but there may be older 
children with mental age of 5 years. These older ehildrefl are comparati¬ 
vely difficult for educational approacts. Grouping of these older children 



with younger ones also raises difficulty. However, if we adopt the chro¬ 
nological age of 6-8 years and mental age of 5 years as the limit for the 
elementary or ‘Nursery’ class, there may not be any cause for difference 
of opinion. 

As our Chief aim is to make these children useful to the family and 
society, I think the ‘Nursery class’ should ‘begin with regular and repeated 
programmes of training for formation of household and social manners 
and hygienic behaviours such as personal cleanliness, personal dressing 
table manners etc. Added with the behaviour training, training for 
development of abilities for taking care of their own selves should form 
part of curricular activities. This training may be given with group play 
therapies planned in such a manner as will make the students conscious 
of their own security on the steek. Trips to children traffic park toy cars 
may be necessary. This behaviour training may also need a close acquain¬ 
tance of the students with various types of household articles like utensils, 
crockeries, stoves and other dangerous electrical articles, electric iron, 
heater etc. from which these children are always kept away under 
threats by parents. Psychologically repression of desires for knowing or 
feeling such articles prohibited from them create complexities in the child 
mind. With a view to make mental release of such suppressed desires 
similar articles even in miniature form if necessary fitted with feeble electric 
current of heating arrangement may be given to these children for handling 
in play therapy hours, a very important item of curriculum for Nursery class 
and further higher classes too. A specially designed room or hall fitted 
with toy houses, dolls, miniature household articles of daily use, animals, 
fairies, peculiar obnoxious types of toyes (for indentifieation of suppressed 
baser elements in unconscious region or mind) guns, drums buckets full of 
water for sprinkling, models of rooms fitted with toy furniture and toy 
models of adult men and women & children (for identification with father, 
mother brother and other relations against whom the children may retain 
suppressed antagonistic feeling), railroads, toy-cars etc. may be maintained 
in the manner of wonder land like Disney land. Therapy hours may special¬ 
ly be maintained in the daily routine so that children in small groups may 
enjoy free and unfettered moments for at least half an hour or a little 
more, if necessary, under close supervision of an able Psychologist for 
noting observations on the behaviour of each children in therapy hours 



for future deduction. The adult Psychologist’s role should be of a passive 
spectator making little enquiries or conversation where they are unavoid¬ 
ably necessary. 

Sensory perception of likeness and difference in shape, from, colour 
and feel is of next importances for training concept of forms and figures. 
Much valuable work on the methods of training on the line has been made 
by the Montessorians and we can, without any hesitation develop our 
own methods by application of Montessory system according to the needs 
and responses of the retarded minds we are to work with. Specialists on 
the line may think more on the study of the observations of the class 
teachers and their comments on the difficulties experienced in presentation 
of the Montessory materials and evolve further plans for improvements and 
developments where necessary. 

As geometric forms are the basis of construction of alphabet, such 
forms may specially be selected in the activities for sensory and perception 
training. Shapes of arms of triangle, circle, half triangle, double triangle 
diagonally juxtaposed triangle forming square and fragments of circle 
and triangle having the likements of alphabets may be made well acquain¬ 
ted to the students through the procedures of touch, feel, building 
tracing and drawing with pleasure. No attempt for alphabet training 
would be effective unless the students are made thoroughly familier with 
geometric forms and their deductions. So the elementary class should 
entirely be devoted to training of forms and no alphabet training should 
be attempted in the elementary or nursery class. The achievements of the 
students may be tested by the Psychologists through marble board construc¬ 
tion test recommended by strauss and whether or through Golstein- 
scheer’s sticktest’ designed for determining the weakness in Visual and 
Spatial perception, from which most of the mentally retarded students 
suffer. 

The sensory activities should be supplemented by regular drawing 
classes for training “How the students can express”, Sensory activities for 
training of conception and drawing classes are meant for training of 
‘expression’ and ‘execution’ so the syllabus for drawing arid sensory activi¬ 
ties should have close coordination. Whatever is taught in Sensory activi- 
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ties class should be expressed in the drawing classes through leniar 
drawings. For maintaining the co-ordination, daily lesson sheets-sensory and 
drawing classes to be following may best be chacked out in the beginning 
for the year. In distribution of lesson sheets to class teachers the head 
mistress or the educationists in charge should examine whether strict co¬ 
ordination is being maintained in perfect order. For a further study of 
improvement, results of responses and failures of student in concept for¬ 
mation are to be recarded by class teachers in each class and deductions 
may be made from such notes and observations by the class teachers. 

Added with the class of line drawing, colour drawing may also be prac¬ 
tised in separate classes allotted for at least two days in a week of course 
it should be borne in mind that classes for colour drawing may be taken 
only after colour identification is completed in the sensory activities. In 
the class activities for colour drawing, the students should first be taught to 
express themselves according to their own sweet will. To achieve the object 
the system followed in the Rudolf Steiner’s institute may be adopted. In 
the comphill Steiner’s institute drawing sheets are first sprinkled with water 
and the wet sheets are stuck to the boards. Students are given colour and 
brush and they are directed to put colours on the sheets according to their 
imagination and will. The students get more interested in seeing the gra¬ 
dual admixure of water colours through wet fibers of the drawing sheet. 
In the process of absorption. This method is called waldorf method. In 
addition to formation of conception, the mentally retarded children experi¬ 
ence joy and feel attracted to natural process of blending of one colour 
with the other and they often get mentally released as we do by gazing at 
the blending of colours in the sky during sun-rise and sun set. The method 
becomes extremely rewarding if programme of projection of schematic 
colour designs through epidiascope is also co-ordinated with the program¬ 
me of such colour classes. 


Experimentally I have been that colour schematics or designs, made 
with elaborate display of colours with or without object can keep hyperki¬ 
netic children quiet and attracted for a length of time. So though not a 
part of curriculum, such colour projection therapy may specially be under¬ 
taken for hyperkinetic and emotionally disturbed children- 
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Plan on the line of geometric forms 

A most significant point of the ‘drawing class’ programme is that the 
leniar geometric figures to be selected for model drawing should gradually 
have close correspondence with the figures of alphabet. But students having 
extreme difficulty in spatial conception show feebleness in understanding 
of formation of geometric forms. For these children (sub-grouped toge¬ 
ther) activities like walking on geometric forms drawn on the floor or on 
cement made leniar pathway forming geometric forms preferably on the 
play fields may be taken up. Montessory teachers have reportedly obtain¬ 
ed good results by adoption of such slow walking on raised geometric 
figures on cemented floors of class Such figures may easily be prepared 
by coloured woods or by cement work by coloured cement. This activity, 
though linked with drawing classes, may still be given under play therapy 
keeping close coordination with the sensory and drawing classes, so that 
whatever shapes and forms the students learn through sensory activities and 
express in drawing in the drawing classes are again repeated in playing 
walking games on the same forms and figures, where more concentration is 
needed to follow track lines. This concentration carries some feeling of the 
bends and carves of form to the brain and create impressions. 

So long I dwelt on sensory activities which correspond to various 
branches of carriculer features like (1) sensory discrimination (2) com¬ 
prehension of continuity (3) number concepts and (4) ability to follow 
direction. 


Observation of details and recognition of relationship 

The next part of the curriculum observation should be the training in 
(1). observation of details and (2) recognition of relationship. 

As most of the mentally retarded children lack in the sense of conti¬ 
nuity on account of feeble concentration and for extra waves or impulses 
from the brain continuously inciting them to move in mind artd body and 
shifting from one subject to another, observation of any model or articles 
id details and resultant feeling of continunity is extremely difficult for 
them 



To hold up the students for some moments on a model and creating 
interest in them to study the model gradually following continuity in 
structure or parts, special activities like presentation of models exhaustively 
coloured with discourses are to be planned. 

In such activities coloured models of animals, human body and house¬ 
hold articles, which can be broken up into parts and again reconstructed, 
may be used for observation in the class. But presentation of these models 
preferably puppets should be made in such a manner that the students feel 
interested to observe them. Puppet play may also be utilised for the 
purpose. The sense of continuity can also be created in the class of dra¬ 
wing by asking students to draw continuous lines preferably straight for 
some meaningful purposes. Some plays with different kinds of Mazes or 
Puzzles like “finding out the girl” may also be tried systematically. The 
activities of block building and clay modelling also supplement the training 
of observation of details and recognition of relationship in an indirect 

manner. 

The programme of activities for training “recognition of 

relationship” has close connection with the methods of training of abli- 

tity to follow direction’. The concept of direction from one point to 
another leads to formation of impression of the link of the starting point 
to the end point and the resultant relation in between the 
points is established. So the Syllabus for both the classes may 
again be co-ordinated. The initial beginning in this direction starts.-with 
training of cutting out designs and pictures from Newspaper sheets and 
pages of journal, which is followed in many of the schools for retarded 
children in India. To make the programme effective, the teacher should 
be fully conscious of the purpose and meaningful of application of scissors 
following the line in print for bringing out a picture. The teacher should 
explain how the line followed demarcates the relation of the picture or 
parts thereof to be cut with the picture by its side. The second phase of 
training of possible relationship between the pictures brought out by 
cutting may well be established if a meaningful picture is made by pasting 
these cut out pictures ott a paper or board in the'order of possible relation 
ship conceived by teacher. 

The activities suggested for training of ‘recognition of relationship/ 
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‘trainings for motor control’, ‘ability to follow direction', ‘drawing* and 
‘construction with building Micks’ would require sufficient control over 
motor wervs. A greater percentage of the mentally retarded students have 
some defect in this motor control. Some of the children show permanent 
motor defect either in hand or foot. Some have tendency to hand domi¬ 
nance. But majority of them suffer from disturbances in motor behaviour 
and in fine motor functions. So to achieve success the curriculum must 
have provision for programmes of training for motor control ‘and this 
should be an important feature in the whole programme. Some many 
suggests Physiothorapy as the remedial measure. But as the impulse from 
the brain for motor behaviour through voluntery and involuntary nerves 
seems to be imperfectly received or transmitted in most of the mentally re¬ 
tarded children attempt to vicite some feeling for automatic activity through 
the affected limbs will be more rewarding. 

Sufficient assurance for security and courage is to be given to the 
students for using affected limbs during application of the therapy. Acti¬ 
vities like rythmic movement with recitals and playing of specially planned 
games which require fregment use and moment of the affected limbs should 
regularly be included in the daily programme. Occupational therapy like 
winding and rewinding of threads in charka, weaving in small simplified 
handloom, smothing wood surface in carpentery work and others of the 
type should also be co-ordinated with the suggested games and rythmic 
movements with recitals in the class. 

Vocabulary 

Lost Comes ‘vocabulary’ which is a very important factor of the 
curriculum. Any teacher connected with the teaching of the mentally 
retarded children have experience that for a general deficiency in under¬ 
standing of meaning of words and their uses, the students in higher, class 
fail to form any conception of what they read in text book or lesson 
sheets. So despite commendable progress in reading texts, the students 
remain where they were. Further attempt in teaching language, geography 
to these students become abhortive. So in the elementary or nursery class 
sufficient activities should be planned in the programme to form conception 
and understanding of most of the number of words comming in use in our 
daily life. These words listed before, should be taken up in accordance 
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with the phonetic complexition. As many of the mentally retarded students 
have certain amount of defect speech difficulty in pronunciation of words 
will hamper concentration and interest of the students. T.iese listed word 
may well be included in specially builts stories which may incite interst is 
the students and these stories are to be told to the students, preferably with 
illustration of characters of the story through flanel board, Khaddar board 
or by placing ply wood cut out figures on perforated board. While tell¬ 
ing the story sufficient tress on the meaning of the words introduced is to 
be given effectively through jestures which the students can imitate during 
reproduction. This lettering of words through special jestures in which 
tongue, lips end laryuge require sufficient control would abvist difficulty 


in uttering the word in speech. For further effectiveness of these story 
class for vocabulary, the speech therapy should be co-ordinated with the 
story class and the words taught in story class may again be repeated in 
therapy hour for speech. Parents may also be guided to use vhe words 
taught in school through conversation at home. The process of training 
of words through the story. This medium is being very effectively used in 
the Rudolf Steiner Programme in camphill and other institutes. 

Ability to express clearly 


To assess the extent of clarity achieved by the students in retelling 
portions of stories or the story in whole, classes of formal discourse with 
picture, models and puppets used in story telling are to be taken up in 
close co-ordination with the class of story telling. In these hours of dis¬ 
course, the teacher should specially keep note whether the students 
have earned the ‘ability to express clearly’ and where and how the students 
are lacking in their ability in expression. Students failing ability to ex¬ 
press clearly are to be scenned for application of specialisation therapy and 
arrangement of the special class for them either collectively or individually 
as required. 


Training of ability to express clearly can not be confined to words 
only, but it is to be extended to drawing, play and music lessons. 

The words taught in ‘vocabulary* activities in the Nursery class 
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should be listed in such a way that they sufficiently .cover the words used 
in primer or lesson sheets for next heigher clases. 

Music and recital 

Music and recitals are very important aspects in the training 
schedule, refrain from dealing on them for paucity of time. 

Before I conclude, I must make an earnest appeal to the F.W.M.R. 
authorities to urge on all the institutional authorities to join together 
under the banner of F.W.M.R. for fixing up an uniform standard of 
training for appointment as teacher for ‘students dn need for special care’ 
These teacher should first have the love and sympathey for the children 
to be taught and they should not be specialist in any single 
subject for training, but in all subjects and even occupational therapies 
to be applied. For fixing the minimum standard, we must open avenues 
for affording training on the line. Instead of opening special training 
instititutes, the running institutions for the mentally retarded and emotion¬ 
ally disturbed children may provide for training programmes and therapy 
we may solve in a way the question of maintainance of ratio of student 
teacher as 3/1, 2/1, or even 1/1. Trained and proficient teacher may be 
well assisted by the trainees. Over and above trained teachers showing 
aptitude and sincerity in work may be sent to foreign countries like 
Scotland, Germany America for further training. 

Let us join hand to form an uniform standard of training, uniform 
manner of teaching and selection of teacher and proceed towards a 
curriculum. 



Parents and the Challenge on Mental Retardation 

By 

Mrs. Nirmala Srivastava 

Mentally retarded children constitute a secluded and rather pathetic 
group in the community. On one side, quite often, parents and teachers 
tend to regard them as a constant burden, on the other normal children 
make a laughing stock of them. In the present era of scientific advance¬ 
ment, however, there are ways by which these so called unfortunates can 
be helped. If parents, teachers, psychologists and all those charged with 
the care of the young could equally share interest and responsibility 
in this field, they could play important roles in the proper development 
of the retarded. Particularly this is true of parents. Although it is also 
true that the personnel of institutions for retarded children have special 
trainning which enables them to handle these children as is best for them. 
There is no gain saying the truth of the common saying that there can 
be no adequate substitute for parental love and care. That loving rela¬ 
tionship which binds parents and children is important for the child’s sense 
of belongingness and stability. This is what institution cannot supply 
with their often insufficient and overworked staff. Because they are the 
child’s parents they rank first amongst all, being normally the most suited 
and most equipped for, in shouldering the responsibility of helping the 
retarded child to make a suitable place for himself in society. 

There are all several among parents who would blame their karma 
for the birth to them of a mentally retarded child. They would do well 
to consider how for this feeling would help them out of their feelings of 
anxiety and disappointments. Parents who nurture a bitterness towards 
God or Nature are grossly guilty, for in effect they would be treating 
the child as a burden. Such bitterness perhaps manifests itself only in 
casual moments of irritation or despair and may be supposed to be 
merely cathartic self-expression with no practical implications or consequ¬ 
ences. But it is unfortunate to realize that such expressions may implant 
in the child deeprooted feelings of being not only doomed but also 
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condemned by even one’s own parents for no fault of one’s own. This 
would only add to the misery of both the parents and the children. It 
would result in further, almost criminal, neglect of the children while 
on the contrary they need to be nurtured all the more in an atmosphere 
of love and understanding. 

Parents would do well to always bear in mind Sir Cyril Burt’s 
sayings that even if a child is retarded he is first and foremost a child. A 
part of the care the retarded child must therefore receive will consist in cre¬ 
ating about him that atmosphere of normality for which every child craves, 
unconsciously or consciously. This cannot be done successfully as long as 
the parents always find something abnormal about the child. So instead 
of treating him as an abnormal individual, parents should rather take him 
as a child who only needs a little more attention and care than others. 
The retarded child thus should be treated as normally as possible. 
Particularly retardation should make no difference to the love for him. 
The patience and the loving care of which parents are more capable 
than any one else in the world, can become the greatest help to the 
retarded. Yet parents needs to be aware that what is required of them 
is not a surfeit of affection, for the child also needs to be disciplined 
and healthily trained. Affection at the expense of discipline would 
rather be an expression of a form of pity. The retarded child is by 
nature sensitive and this expression of pity would make him even more 
conscious of his intellectual limitations, which may further result in 
developing a deep inferiority complex. 

No doubt retarded children need enough of love and help but too 
much of it would lead to destructive dependence. It is destructive because 
overprotection would definitely check the proper development of the retard¬ 
ed. Parents of a retarded child, who are anxious to have a smooth sailing 
in life for him often commit the mistake of removing all possible risks and 
dangers from his path. The child becomes an object of their constant and 
anxious attention. In reality, however, this results in his being-thwarted 
at every step by the chains of dependency into which overprotection ine¬ 
vitably moulds itself. By the time he grows up, he is unable to cope by 
himself with the situations with which adulthood necessarily confronts 
him. Since parents have deprived him of the chances to make his own 
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mistakes, he has not had opportunities to learn to overcome difficulties by 
himself. Because he has not learnt to think or act for himself, he conti¬ 
nues to need his parants to think and act for him. In other words, 
parents become his “crutches”, without whose help he is not able to walk 
ahead on the pathways of life. The entire effort of the parents to be 
useful to their mentally retarded children in this manner miscarries. 
Indeed, the essence of being of real service to a mentally retarded child is 
to help him to stand on his own and make a place for himself in the 
society in which he is placed. One useful rule, therefore, which is well 
worth practising is for,the parents to give a little less help each day, so that 
day by day he learns to struggle a little more for himself. It is only a 
slowly but steadily increased freedom of activity and independence which 
may, to some degree, make him strong, selfsufficient and self-confident 

and prepare him for the realities he must face. 

Many parents are in the habit of comparing and talking dis- 
couragingly about a child infront of him. This is bad enough 
when the child is normal but it is criminal when there is retarda¬ 
tion. They think that they can discuss the retarded child or compare 
him with other more fortunate children in his presence without any 
harmful consequences because they believe that retardation means comp¬ 
lete unawareness of what is going on around. It may be admitted that 
there is a level of uneducable retardation at which there is such complete 
un-understanding. Nevertheless, there is a large proportion of the educa- 
bles among the mentally retarded and they may not be so un-understand¬ 
ing. Moreover, a conclusive judgment that a children is really at a hope¬ 
lessly un-understanding level of mental retardation is not easy, and assu¬ 
ming this without sufficient evidence would be running too much of a 
psychological risk. One often hears a father or a mother commenting 
somewhat like this on the children—“Poor Raju would never amount to 
much” or “My elder one is quite intelligent but this younger one is very 
slow to learn”. Remarks such as these can cause incalculable and irrepara 
ble harm. To talk thus infront of retarded child is to run the risk of 
planting a growing misery in the child’s heart which with time may even 
trun into resentment and bitterness. Parents therefore need to carefully 
avoid slipping into such conversational lapess. They may very much 
make it a rule to never discuss Jhe mentally retarded child in his presence) 
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howsoever unaware he may appear of what is being said about him. 

Parents would also do well not to set ambitious goals for a retarded 
child. It has been found that the ratarded can be trained and educated 
within limits. Education however cannot be expected to mould them into 
successful Doctors or Engineers or the like. Education of the mentally 
retarded child has to be humbler in its goals. His training may give him 
an opportunity to show or develop some special gift or ability. If and 
when such a talent is discovered it may be given every encouragement. 
Training the mentally retarded most often means applying mental and 
manual activity on their part proportionately with their capacities with 
the object of enabling them to stand on their own feet as may be possible. 
Experiments as well experiences have shown that though the retarded lag 
behind in academic education, they can be trained to do useful constructive 
work. Their parents need to accept the limitations of the retarded and 
mould accordingly their aspirations about them. Higher expectaions may 
result in the disappointment for the parents and frustration for their 
children. Expecting too much from them may only develop a state of 
mental confusion. It will, on the contrary, be a highly rewarding experi¬ 
ence if parents of mentally retarded children can learn to appreciate both 
the quality and quantity of response which the child can make inspite of 
the unfortunate handicap. 

Likewise, the inability of the parents to accept the fact that their 
child is mentally retarded can greatly hamper the child’s progress towards 
the limited mental fulfilment that he is capable of achieving. Many a 
parents insist on sending their child to a normal school. This places teachers 
their in a very unfortunate and unfair situation, partly because they have 
no specialised knowledge of how to cupe with such specific and for teach¬ 
ing a handicap and partly because they primarily have other normal 
children to look after. In the normal schools, therefore, the mentally 
retardad child can at best receive only highly inadequate training. 
Such a bad training can be a step towards a complete tragedy. 
Retarded children with wrong training or no proper training at 
all may turn to petty crimes. Even if no actual disaster takes 
place, these children may grow up so badly thwarted that they 



become a mars of nerves to themselves and a problem to their families 
and to society. Face saving may have been bought at too high a price. 
Parents should therefore understand well the extreme inadvisability of reti¬ 
cence in planning a programe of special education for the mentally retarded 
child. 

Naturally the situation calls for great courage and reattunement on 
the part of the parents. But it is worthwhile to keep their courage from 
failing them here. It is from the parents that children gain strength. 
More so when they are weakly gifted. The parents therefore set for them 
an example of taking life as it comes. They should realize that even if a 
child is retarded, it is within their power to make his life as nearly normal 
as possible. The quicker they accept their responsibility the better. 





5. FOURTH PLENARY SESSION 

Psychiatric and Psychological Disciplines in Mental 

Retardation 


Chairman : 

Dr. J. C. MAR F ATI A 

Rapporteur : 

Shrimati S. V. CHAR 

Speakers : 

Dr. N. S. VAHIA 

Problems Associated with Mental Retardation 

Dr. M. B. GAMAT 

Is Psychotherapy feasible and Profitable in Mental Retardation? 

Dr. ALAN D’SOUZA 

Problems with Parents of the Mentally Retarded 


Shri CHARANJIT PURI 

Emotional Problems of Mentally Retarded Children 



142 


Problems Associated with Mental Retardation 

Dr. N. S. Vahia 


One of the major faults of the present educational system is that 
we do not give chance to the youngsters to develop themselves as they 
like to, but forcing them to develop according to preconceived notion 
of the older generation. The result is that if the child is no confirmist, 
he immediately becomes a problem child. One group that pays the 
maximum penalty of the faulty educational system is the group belong¬ 
ing to the catagory of so called retarded children. I belong to the 
category of those that believe that every child should be allowed to 
develop according to his aptitude and capacity so that a child develops 
his own individual personality according to his aptitude and ability. 
According to this concept, the mentally retarded also has his own 
ability and his own aptitude and therefore, if given an opportunity, can 
develop his personality within his limitations. 

But we, the so called normal adults with our present educational 
system and our own concepts of development, force our concepts 
on the younger generation and consequently deprive the mentally 
retarded of their rightful place they deserve, if given a chance. 

The mentally retarded is distinct from physically handicapped, 
because of their inability to stand up to the demands of “normal” 
family members and the educational system become nonconfirmist, not 
because of their lack of desire, but because of sheer incapacity 
to cope up with the demands of average people around him, The 
result is that the family members and subsequently the teachers 
alliniate them, treat them as outcasts and permit me for saying so, 
creat problem amongst them. To a certain extent, therefore, problems 
of the handicapped children are created by us, the persumably normal 
adults. 
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These, the outcasts of our family and the society, feel different. 
Because we make them feel different by trying to bring them to our 
expectations and making them realize that they are not up to our 
standards. When very young, the parents and others are so anxious to 
make their children like them (the parents), that both the family 
members and the children themselves feel the impact of frustration, 
which when persistent and recurrent, leads to development of disturbed 
personality traits. 

How do the children react to the frustrations that the family 
members and the educators creat in these young handicapped children 
depends partly on their own constitutional make up and partly on the 
nature and severity of the frustrations and children’s unhealthy modes of 
countering their frustrations. 

A child that is basically shy and retiring, evade standing up to 
other’s expectations by refusing to participate in group activity. He 
prefers to be alone with himself in a dream world of his own, thus 
he evades criticism and resultant adminition, becomes self-centered 
and prefers to avoid anything that would test his capacity on the lack of 
it. He refuses to learn, partly because he cannot do so and partly 
because the constant criticism and the reproachment increases desire not 
to learn by experience, as the experience is generally very frustrating 
one. They often look like young autistic children, often they resemble 
juvenile schizophrenia. They cry on slightest frustration or even 
q,t the possibility of criticism, they behave as they like, avoid 
company and playing with other children and look dull and 
vacant. 

Sometimes, the child takes recource to his own methods of ex¬ 
pression. I very distinctly remember a child, Sunita (for the purposes 
of this paper). Realizing that she could not study like her other 
brothers and sisters, she avoided going to school, Parents became very 
anxious. Because they were of above average intelligence, they took it 
for granted, that their children must be of above average intellegence 
In the beginning, they pursuaded her, then they began to threaten her., 
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then they cajoled and coaxed her. When they realized that Sunita 
could not cope up, instead of accepting Sunita’s limitations, they started 
abusing and assaulting her. They somehow, were suffering from the 
impression that their child must be very wonderful child, because it was 
their child. When they found that all their methods fail, they kept 
extra tutions and increased her learning hours. Already fed up, Sunita 
was now more fed up. As the examination came nearer, the child got 
more frightened, she could not write, she complained of weakness and 
spasms in the right arm, when shown to Doctors, they found nothing 
abnormal in her arm, but she could not write. Once she fainted 
in the class, then and only then, the parents stopped their 
nagging, they became very kind and gentle, took her from doctor 
to doctor and began the treatment of the patient’s solution of 
an apparently impossible situation—hysterical fit and hysterical 
paralysis. 

Mukand was a very good boy in everything except studies. He 
had started walking and talking late, but parents never took it serious¬ 
ly. They were sure that the boy would come up. Father had no 
time to look after children as he was trying hard to earn the family 
bread. Mother was very busy, working in a mill as father did not 
earn enough. The only thing the mother could do to make him study 
was to beat him. There were four other siblings that were studying 
well, why should Mukund not study, she didnot understand. When he 
kept on failing repeatedly, she subsequently reported to the father, 
as she didnot know what to do. They jointly threatened him that if 
he would not study, he would not be allowed to come in the house. 
So he wandered in the vicinity. One such child of his age told him 
that it was not necessary to go to the school, because there were simpler 
ways of getting our daily requirements. Unwanted in his own home, 
he went and slept on the footpath at the V. T. station During the 
day, he was begging or washing the cars, other boys thought him how 
to tell lies, how to steal money and how to pick pockets and avoid the 
police. When detected and brought to the childrens’ home, he refused 
to go back home, he prefered to be away from home and learn to do 
little things like sowing seeds, plucking the flowers, carpentary or 
spinning. 



I could keep on ennumarating examples of children that became 
problems arising from mental retardation, all of us in this audience 
have seen that every retarded children has associated emotional 
problems. The practical problem of importance is what we can do, 
for them. As long as we have no drug that increase the mental facult¬ 
ies of a child, we have got to learn to accept the fact that we must 
help the child to make the most of his faculties, as we all know there 
are no problem children, there are only problem parents. If a child 
already has one handicape a mental handicape, we do not want to add 
another, emotional handicape and the only way to avoid the emotional 
problems and subsequent psychiatric disorders amongst the retarded, 
is to organise the entire educational systen to suit the child’s capacity 
and aptitude. It is important to remember that many of these children 
are very sensitive, particularly to criticism, nagging and abuse. Shout¬ 
ing at them does not help. We, the normal adults living around the 
child must provide ample opportunities for the youngster to grow 
up in an atmosphere where he will grow up and find his rightful place 
in the society. Afterall, we donot need as many industrial magnets 
or bank executives, engineers or lawyers, as we need formers to till 
the soil, millhands to work in the factories, blacksmiths, silversmiths 
or goldsmiths for every man at the top, in any industry or concerns, 
there is a very large number of people that do very simple routine 
mannual work that does not need high level of conceptualism. Many 
people with comparatively low mental faculties, can do it well & enjoy it. 



146 


Is Psychotherapy Possible and Profitable in 
Mentally Defectives ? 


Dr. M. B. Garnet 


Those of us who have worked with the Mentally Retarded have 
often been faced with the problem-what would improve the condition 
of the mentally deficient or how? There has been in the past an 
attitude of defeatism in the mental hygiene or Child Guidance Move¬ 
ments concerning the possibility of getting any positive results with 
mental defectives. At present, many Child Guidance Clinics accept 
few cases for study, and deal with placements mainly special education 
pr adult vocational training centres, etc. Some feel that more directive 
methods of therapy are not indicated with mental defectives since they 
lack the resources necessary for resolutions of their problems. Yet 
expliments in Psychotherapy with mental retardates have been tried out 
in the West by Sarason, Kinney and others with reasonable success. 
The basic undertaking of treatment is of understanding 
the personality of the Child with the handicap where the 
maladjustment or disorganisation is considered first rather than the 
condition of inferior mental endowment. To state it differently, one 
can say that mental deficiency is regarded as a desease syndrome 
symptomatic of personality disorder rather than of intellectual inferiori¬ 
ty per se and the condition should be treated as such. They run the full 
gamut of personal anxieties, frurtration, fear and mental suffering just 
as similar to those of normal individuals. Evidence also points, in 
majority of cases, that high grade morons are good treatment risks and 
improve within the limitations of mental deficiency just as normals 
improve with their particular limitations. It does not mean that these 
individuals are restored to normalcy or anywhere near it. What does 
really help is of (1) developing better attitudes, habits and cooperation 
in low I. Q. ranges ; (2) with the high grade morons, it can induce more 
stable reactions and better self appreciation, can relieve emotional 
tensions and thereby produce better functioning of whatever limited 
capacities they posses. I have also exprienced that with supportive the- 



rapy, constructive appeal to a desirable person or sentiment, skillful 
suggestion and motivation, these children’s personality, such as it is, can 
be integrated and can produce general improvements in their social 
behaviour. 

Generally children in need of psychotherapy are classified as 
follows : 

Types — 

(1) Distractability and restless behaviour (low I. Q. group) 

(2) Behaviour disturbances per se. 

(3) Extreme agitation and anxiety episodes 

(4) Mentally disturbed children (Schizoid reaction types) 

These are the main types seen individually or in a group. They 
are mainly referred to the clinic either by parents or the teachers and 
are of various I. Q. range. 

The various therapeutic techniques used are: non-directive and 
directive approach, play therapy, environmental therapy, group therapy, 
art therapy, occupational therapy, and/or various combinations of these. 

I. Play therapy is often useful in the low I. Q. Group (I.Q. 30-35 
and mental age 3-5 years) for manipulation, perceptual deve¬ 
lopment and habit formation. The kind of play chosen is 
mainly sand and water filling and emptying, building a garage 
or a bridge ifrom blocks) or house, assembling beads of 
different colours and shapes and sizes, puzzles, scribbling 
to making of shapes e. g. a face, fruit, house, boat, cat, etc. 
The play is equated always to his mental age, enjoyment being 
the chief aim. From aimless or non-purposive activity, the 
child begins to play with purpose and meaning in such a setting 
and hence is therapeutic. However, therapy does not begin 
or end in the session room, it is continued in the classroom 
playground, group play etc., so that repeated suggestions and 
reassurances are further carried out. 
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II. In the mental age group of 5-8 years (I.Q. 40-50) group 
therapy is effective. The child uses the group as a whole in 
iniating and carrying out and participating in joint activities, 
thus accepting the group as a whole. Majority of the problems 
are due to non-acceptance on the part of the parent or 
guardian of the individual child either as a learner or as a 
behaviour problem. To help in better understanding, the 
psychiatric social worker could visit homes and discuss with 
parents about these cases and their causes, namely, obvious 
and voiced disagreement about the child, uncertainty in dealing 
with the problem, inconsistent handling or inviting parents 
views about the problem at home and how to deal with them. 
Anxiety shown about the child, constant reprimands, over¬ 
crowding, adverse environmental conditions or having no 
place in the family group or non-acceptance by other children, 
all these points could be brought out for discussion in parental 
interviews which are undertaken at the same time the child is 
taken up for therapy. 

III. Specific therapy, as for the psychotic, aims at developing an 
emotional relationship as such types have great difficulty in 
forming normal emotional ties with adults. In case of the 
chief idea was to get into his world and letting him come in 
contact with you. He was greeted every once in a while with a 
smile and affection which he reciprocated as a habitual reaction 
and his interest was created in whatever he liked to do and 
could do together—viz. puzzles, number games, etc. He was 
not interested enough in pictures or any other toys except 
filling buckets with water and sand or emptying the same 
repeatedly. He would sing or hum a little as he played it out 
or look up to you suddenly and smile. Therapy with him 
therefore involved a direct, positive relationship so as to 
establish a contact. It is only through this contact that such a 
child can be helped as in majority of cases, as it lessens his 
anxiety in dealing with the reality or make it less frightening. 
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IV. By environmental theraby, I mean the studied use and control 
of things, activities and persons the child constantly lives 
with in order to help him accept, express and later overcome 
his emotional difficulty. Take for example one child K aged 
10, who had great agressive drives and was so fearful of 
them that he appeared extremely scared, withdrawn 
and inhibited outwardly most of the time. If such a child 
is placed according to his needs, with an adult 
counsellor who is exceptionally considerate and toleration 
of angry outbursts, then in such a setting the child is helped 
to express in acceptable ways what before he had repressed 
or expressed in harmful, direct ways or in sick compromise. 
His planned activities would include destruction for cons¬ 
tructive aims e. g. chopping up boxes for fuel or cutting 
out paper dolls, clay modelling (dirt), gardening, etc. 

Thus, whatever the technique, these children need very close 
contact with reality and also kindly well balanced adults. Sentimenta¬ 
lity is not asked for nor is it an asset but a liability. Firm, clear-headed 
realism is what is chiefly needed for restrengthening the weak ego of 
the child and thus help him to adjust within his own endowment. 

In conclusion the basic objectives for psychotherapy are :— 

(i) A mental age of 5-8 is necessary for actual therapy, as 
children less than this age are not able to establish a 
therapeutic relationship. 

(ii) To accept the mental defect totally in the treatment situation 
and work through suggestion persuasion and perseverance for 
rehabilitation. The child is highly responsive to suggestion 
largely because there is only a limited amount of inhibition or 
resistance and it could be used gainfully in strengthening his 
ego. 

(iii) Proper motivation through individual sessions would help 
in making here and now goals, or channelising his 
energies and developing towards socialised behaviour 



which would help his personal happiness. It is because 
of these helps that results of psychotherapy are 
evaluated rather than the “cures”. Any technique which 
bolsters his ego, builds up the self image and develops warm 
relationships willmake him a better adjusted individual in 
spite of his particular limitations. While this is an encharter- 
ed field and systematic research is needed, the application 
of existing knowledge must now be made. We must make 
hospitals, clinics, special schools for mentally retarded true 
treatment centres also. Above all, we must stop thinking 
of retarded individuals as emotionally insensitive, unable 
to adopt social values or with no aptiude for human 
relatedness. 

Therefore psychotherapy is possible if one works with the 
patient towards single flexible goal and is not less effective or difficult 
as with more intelligent individuals. He is a multi-motivated individual 
capable of useful work under favourable circumstances. This is what 
psychotherapy aims at to help such an individual either at home, school, 
training or work life-wherever he encounters difficulties or failures 
into successful adaptations. 
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Problems with the Parents of the Mentally Retarded 

Dr. Alan D’Souza 


Mental retardation creates a host of problems which presents a 
challenge to those supervising or counselling these cases. The greatest 
of these problems is indeed with the parents for their attitudes and 
reactions, time and again, decide the success or failure of any form of 
treatment. 

The first reaction of the parents on being told that their child is 
mentally retarded is one of denial. At times, this is executed with such 
force and gusto that it leaves the counsellor staggering. Parents not only 
vehemently deny the possibility but even express doubts about the 
validity and ability of the counsellor. The result is a lack of enthusiasm 
and co-operation in the theraphy, on the part of the parents. 

The cause of the denial has many origins. It may arise from 
feelings of guilt, or from misconceptions about mental retardation, its 
implications and sequelae, or from a feeling of burden which mental 
retardation entails. Guilt in its turn stems from promiscuity or illicit sex 
relationships, venereal disease, birth control measures or active inter¬ 
ference during pregnancy. It is little wonder that mental retardation is 
so strongly denied; for denial of mental retardation is denial of guilt. 
Further misconceptions exist with regard to mental retardation being a 
shame or slur to the fair name of the family, that mental retardation is 
infections, or that the mentally retarded child is going to be a big burden 
to the family members for the rest of their lives. Acceptance of mental 
retardation is thus often postponed even if it is glaring. 

Nhn-acceptance leads to an endless chase from institution to 
institution, from one medical man to the other, in the hope that somaone 
may express the opinion that this is not mental retardation and that a 
complete cure is possible. The end result is that these parents often 
fall prey to quacks who exploit them with futile promises and hopes. 
It is indeed, late in the day when these parents wake up to find that 
they have been taken for a ride. 
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Even among those parents who send their child to a school for the 
mentally retarded, the same attitude of non-acceptance and denial 
prevails. It is disheartening to find that even after repeated explana¬ 
tions old ideas still persist. Thus, in a research survey conducted by 
me at the School for the Mentally Retarded at Khar, I found that 82% 
of the parents had not accepted in one form or the other that their 
child was mentally retarded. They had hopes that he may be able to go 
to college or for higher studies. They suggested that the school 
should have regular standards as in an ordinary school, and further 
that the school should give up concentrating on the training programme 
and turn to regular educational activities as in an ordinary school 
Some parents even suggested regular I.Q. tests every 6 months to find 
out the increase in the I.Q. of their children. It was indeed dismaying 
to find that these parents inspite of sending their children to a school 
for a mentally retarded were not willing to accept that their child was 
retarded. Looking back, it must be admitted that part of these 
problems arise due to ignorance and illiteracy, but it is appalling to find 
that non-acceptance is more likely among the educated parents. 



A counsellor heaves a sigh of relief when parents accept wholehea¬ 
rtedly that their child is mentally retarded. This joyous feeling is often 
shortlived for these parents now turn to the child with rejection - they 
single him out for adverse treatment and neglect him completely. 
They, unconsciously wish he never existed. The result is at times 
even worse than non-acceptance or denial for it causes emotional 
problems in the child who is mentally retarded. 

Some parents accepting that their child is mentally retarded react 
with over protection and an abundance of love. Such behaviour on the 
part of the parents can have its echo in that the child makes no effort 
te advance in knowledge but prefers to lead lazy life. 

Finally the parents who accept mental retardation are only few^ 
indeed very few, and even among their ranks there is a tendency to 
sporadic deviation in their attitude, at times in line with the faulty 
attitudes already discussed. 
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With so many varied problems, it is not a matter of suprise that 
the management of the mentally retarded proves to be so difficult. 
Parents are jittery and anxious about the progress of their child. Their 
anxiety prove to be infectious and often the retarded child develops 
an anxiety as well. The progress of the child is hampered and is 
at times negligible. Even, if progress is there, the parents are not satis¬ 
fied. The result is a discontinuation of the treatment with disastrous 
effects for the mentally retarded child. 

Prevention of all these problems can only be accomplished by a 
proper understanding of what is mental retardation, what are its causes, 
what exactly is meant by a deficit in intelligence, whether the I. Q. of 
a child can never increase and finally what are the prospects for the 
child who is mentally retarded. 

A clear idea about each of these topics is imperative is misconcep¬ 
tions and their resulting problems are to be prevented. In fact details 
about mental retardation should be common knowledge of every present 
and this can only be achieved by educating the general public through 
special programmes in this field. 

Finally, I would like to suggest that integrated education for the 
mentally retarded is a useful step forward in the prevention of these 
problems. Through this system, the mentally retarded child attends 
a special class which is attached to an ordinary school. As a result the 
child does not feel singled out. The Parent gets a similar satisfaction 
and thus many problems are prevented. I feel every major school in 
the country should have one such class to carry the light of knowledge 
and a ray of hope to every mentally retarded child. With the use of 
these measures, I am sure sum of the problems with parents will be 
solved. Even, if they arc not solved, their gravity will be reduced. 
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Emotional Disturbance in the Mentally Retarded Children 

By Charan Jit Lai Puri 

While working with mildly to moderately mentally retarded 
children it was observed that besides intellectual or physical handicaps 
the children had emotional difficulties also, which made their lives more 
difficult. Due to these emotional difficulties the child remains in a 
state of tension and cannot utilise his capacities to the maximum in 
learning skills and techniques. Such children learn very little, creat 
discipline problems in the group and go home frustrated and disgusted. 

11 was decided to scrutinise the case histories of children of this 
type, so that significnt causes, various behaviour patterns and possible 
ameliorating factors may be isolated. A few general observations are 
given in the succeeding paragraphs. 

Attention Seeking 

Most of the mentally retarded children crave for much more 
affection and attention than normal children. They want to be reas¬ 
sured at every step and often wait till their efforts are recognized and 
appreciated. Whereas a normal child can derive satisfaction from dome 
work assigned to him competently, a retarded child works for a word 
of praise or encouragement from his teacher or the parent, as a reward 
for doing the work. 

Feeling of Insecurity 

Most of the retarded children are abnormally conscious of their 
physical seriously and material possessions. They would like to sit on 
the same seat day after day, load their bags with lot of materials and 
would not let any one touch them. They hesitate too long in attemp¬ 
ting simple task such as jumping from a height, passing by a dog or 
a cow or crossing the road. When hurt, they cry too loudly and 
become extremely nervous. They would not like to face a hazard and 
when they are compelled to do so, they desired to be left alone to take 
their own time in making decision. 

Eating Habits 

They are usually found to be glutons, because of the feeling that 
they are being neglected. They have a tendency to over-eat resulting 
in digestive disturbances. They observe what is served to others and 
demand every thing and anything to be placed on their places whether 
they relish it or not. 

Social Immaturity 

They often play with children much younger to themselves 
They usually avoid company of people older than themselves or 
children of their own ages. 
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Lack of Ingenuity 

Mentally retarded children are usually not interested in organized 
games which call for some ingenuity but they like simple repeatative 
processes, which occupy them for sometime. 

The above characteristics point to special needs ot the mentally 
retarded children, which are not purely due to intellectual reasons 
but emotional maladjustments. 

Causes 

(i) Parents : At home parents expect a mentally retarded child 
also to live upto a particular standard of ettiquette, morality and 
decency, without taking into consideration the capacity of the child 
to live up to such expectations. This puts an additional strain on the 
child. 

(ii) Social Environment: Pressures from every side and high 
expectations from others which is not commensurate with the physical 
or mental capabilities of the child, adds to his frustrations and helps 
in development of various emotional disturbuaoes. 

(iii) Modern Life : One general cause of the emotional maladjust¬ 
ment is the present rapidly changing social structure and pace of life, 
where even an average child has to face innumerable challenges. A 
mentally retarded child is equally exposed to them, his capacity to 
cope with these is limited and his defences against them are week and 
primitive. His first contact is usually with very poorly equipped 
teachers, who are incapable of dealing with him. Even the people, 
responsible for the care, guidance and education of the mentally 
retarded children are usually harsh and exhibit a deplorable lack of 
understanding of their special problems. The child in turn is compel¬ 
led to seek unfortunate adjustments both with himself and others. 
The situation at present is irremediable as special schools for mentally 
retarded children are very very few, and the problem itself has not 
received the attention it deserves. 

Uneven competitions in the class room, teachers’ and parent’s 
expectations from him and his inability to satisfy them, leaves a 
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mentally retarded child utterly confused, disinterested and discouraged 
from learning. Similarly, the situation at play time also becomes 
unpleasent, because he would not fit in with other children and they 
often call him “MAD” and do not accommodate him in their teams 
or groups. 

Categories 

A study of 120 cases histories in the age range 6-18 years and an 
average I.Q. of 55 of children at the Child Guidance School New Delhi 
revealed certain characteristics in children who can be categorized as 


under: 

(a) Children who are highly submissive 30% 

(b) Children who are negativistic 10% 

(c) Children who have nervous tensions 10% 

(d) Children who put up a bold front 16% 

(e) Children who show retreat reactions 14% 

(f) Children who have withdrawing reactions 26% 

(g) Children who counter-attack 18% 

(h) Children who are extremely self conscious 35% 

Submissive Type 


This type of children seldom exercise their own choice and obey 
teachers or other children implicitly. Such children were usually 
frightened of others and would only begin attempting a task when they 
were told to do so. they had lived under continuous threat of punish¬ 
ment or insecurity and had been forced to submit to the will of elders 
or more intelligent youngsters. As a compromise reation they had lost 
all initiative and assertiveness and had become submissive Assignment 
of simple tasks which did not appear dangerous and which was well 
within the capacity of such children, presenting choice between two 
things intially and later between a number of things and encouraging 
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the child to express his choice, before making it, were some of the 
successful methods adopted at our school to help such children. N.V. 14 
M.A. 8; S M. 16 M.A. 7; P.S. 12 M.A. 6; and many others like them 
learnt to assert themselves and to exercise choice at playing with toys, 
selection of friends or playmates, picture books and other material, 
within 3-6 months of guidance. 

Negatiyistic Type 

Children of this type were usually favourites in their families, 
only sons or had long records of illness. They either spoke out that they 
would not do a task or expressed their unwillingness by moving their 
heads from side to side. Their parents often began with coercive 
methods of making them do things and later left them to fond for 
themselves. Defiance of authority was an apparent reason for this 
behaviour, but the children were found to be having deep seated aggres¬ 
sion, anxities and fears, which were revealed in the Rosenwing P.F. 
study, the H.T.P, and the C.A.T.’s. Such children took pleasure in 
causing irritation to others. Many of them often smiled while moving 
their heads from side to side, but became tense when threatened by 
teachers or parents. S.T. 9 M.A. 7 the only son of a well-to-do 
businessman usually did not do any work in the class and even when 
suggested to take out his notebook would say ‘I won’t do it’ and repeat 
it so many times like a song, that many children joined him in a chorus 
and thought it to be a big fun. C.J.S.A.D., and a few others picked up 
this habit and exercised it for about a month or two. S.T. daily tore 
away pages from his own and others note books, tore clothes of other 
children, and threw stones at his mother. When restrained from doing 
such things, he would weep and shout and use abusive language. Such 
children were attended to individually. They were presented a number 
of choices, such as transcription of sentences, writing numbers, colour¬ 
ing figures or designs or assembling toys. They were left to themselves 
but were not allowed to destroy things or leave the room, before expiry 
of a fixed time. This looked too hard to them in the beginning but later 
on, they developed interest. S.T. began with drawing and colouring and 
then transcribing. After three months of individual work he began 
attempting class work. C.J.S. and A.D. completely stopped copying S.T. 
after they found him working in the class. 
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Nervous Type 

Children of this type either stuttered while talking, or kept on 
ting their nails, and almost all of them were very restless and some 
id difficulty in falling asleep at night. Some cases also apparantly 
iffered from pathological illnesses. It was found that the underlying 
ause of tension was the high expectations from parents or tuitors; and 
1 some cases where the father were Military Officers, who laid too 
nuch of stress on manners and achievements. Rewards and punish¬ 
ments were very common in their families, and such children mostly 
won punishments whereas they were craving forewards. Frequent 
meetings with the parents, knowing their points of view, making them 
understand the childs limitations and helping them to understand the 
child’s particular needs gave the parents a more positive approach to 
the problems. The children liked the change, gained confidence in 
themselves, parents and showed improvement. N. V. 14 M. A. 8 
stuttered hadly when he talked about his father, studies or life at 
home. He also stuttered when he was asked any questions in the 
class. He come to a stage when he began stuttering in the preseuce 
of any person in authority, or appeared to be so, to him. He had 
frequent head-aches or stomach-aches which had no pathological 
basis. N. V. was told that his parents would be more kind to him, 
and he felt it himself after some days. He developed confidence in 
playing games and attempting games and attempting tasks in the class. 
Later stuttering was considerably diminished. His headaches and 
stamach-aches were totally gone. 

Bold Front Type 

Children of this type were sullen or defiant,, talked loudly got 
easily agitated and even shouted when explaining their conduct to 
parents or teachers. They used filthy abusive language in taking to 
their parents teachers or other children. R. P. 16 M. A. 13, 
and P G. 16 M. A. 7, are examples of such maladjustment. To any 
disciplinary action in class, they reacted very boldly, threatened 
and shouted at the teacher or parent, and when some action 
against them was insisted they broke down crying and felt deeply hurt 
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They often threatened of avenging themselves by taking help of police 
or some other people. Severe punishment by parents had no effect 
on them. Such children continue using their pranks till bigger danger 
confronted them. P. G. dropped his boldfront when the teacher 
removed him from the class and told him to go home. This made him 
look humiliated and he became full of apologies. Psychotheraputic 
sessions and allowing them to unburden themselves under a very 
sympathatic atmosphere helped all such cases. Non threatening 
situations, patient and sympathetic handling in the class allowing time 
to the child to cool down and see reasons were some of the methods 
used by parents and teachers to handle such children with success. 

Retreat Reactions 

Such children usually sneak-out of the class, form a little group 
of their own and indulge in anti social activities like pilfering etc. 
P. G. 16 M. A. 7 referred above was often missing from the class 
and was found in the company of A. D. 9 M. A. 8, C. L. 10 M. A. 8, 
and R. K. 12 M. A. 11, they all went out for long intervals after games, 
recess or activities period to indulge in loitering, plucking fruits, flow¬ 
ers, and veretables from kitchen gardens or stealing eatables from the 
hawkers. They never accepted responsibility for their acts and shifted 
the blame on others. Psychotheraputic sessions tension-less atmosphere 
in the class, suiting activities to their taste reduced such reactions. 
Encouragement and toleration by the group also helped them to con¬ 
form to the group discipline and take interest in group activities. 

Counter Attack Type 

Such children made mischief, played practical jockes, committed 
small thefts and acts of destructions, cruelty and bullying. Such actions 
are sort of unfortunate reactions to aggressive actions directed towards 
such children, by others. Aggression meted out from one source 
is usually not directed against that for fear of greater retaliation and 
is discarged against some other person or object that appeared harm¬ 
less to the child. R. P. F. study of these children show that they are 
highly extrapunitive due to ego defence and need persistence. These 



children are rarely intrapunitive or impunitive. C. J. S. 10 M. A. 7 
left his seat a number of times in a day to hit a child sitting for away 
from him. When the teacher told him not do so he presented a sullen 
face, and after some time again did so A. D. 9 M. A. 7 hid others bags 
and material daily, and took things home if he could. Legitimate 
ways of showing aggression i. e. on punching bag, football etc., 
spontaneous drawing, use of colours, paper cutting, and playing with 
clay, helped these children over came their mal-adjustments. Parents 
were advised not be aggressive to them and it was watched that other 
children did not tease them unnecessarily. Such children were very 
fond of being called to the clinic and being talked to individually, and 
after expressing their greivances they felt very light and happy. 

Withdrawing Reaction Type 

Such children were found day-dreaming in the class. This was 
due to their inability to cope with the task in the class or expectations 
of their parents at their homes. A. C. 18 M. A. 12 had to be constantly 
reminded to attend to his task. S. M. 16 M. A. 10 was usually found 
to be gazing in one direction. They were mostly given the tasks that 
could occupy themselves without much mental strain as harded tasks 
made them wander in their thoughts. The work in class as well as at 
home was suited to childs interests and level of expectation was 
lowered considerably to help the child enjoy fruits of achievements. 

Extreme Self Conscious Type 

Such children are easily offended, blush when talked to, develop 
peculiar fads and inferiarity feelings besides mental retardation such 
children often have physical handicaps like defective hearing retarded 
or imperfect speech or some physical deformity. V.P. 10 M.A. 6 having 
serious speech defect, would not attempt an every day task when 
someone had mocked at him. D S. 14 M A. 8 and R.R. 14 M.A. 8 (both 
girls) blushed when somebody asked them any thing. Sometimes it was 
hard for them to answer in words. Individual counselling session in 
which the children expressed their anxieties and were able to talk about 
them helped them to gain confidence; cooperation of parents in listening 
patiently to such children also helped in making them feel relaxed and 
reassured. 
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Parents Role 

The children whose parents co-operated in informing the school 
of latest developments and acten upon the school’s advice reported 
speedy progress in behaviour of their children. Some mothers, whose 
children were severely maladjusted attended the child guidance school 
for number of months to learn correct handling of children. It is our 
general observation that children whose parents co-operate in under¬ 
standing and guiding them show good progress in emotional readjust¬ 
ment as well as use of their limited intelligence to its maximum possible 
extent. 

Conclusion 

In conclusion it can be stated that the problem of continued malajust- 
ment in the M.R. children can be avoided to a great degree by : (a) 
parents trying to understand the particular emotional needs of their 
child, (b) setting up of guidance cells at many educational institutions 
as may be possible to discover emotional maladjustments in the earliest 
stages and take possible remedial measures, (c) as this problem has not 
received sufficient attention in the past the (d) F.W.M.R should 
undertake systematic research to enquire into causes and possible 
remidial measures of the emotional maladjustment, among mentally 
retarded children. 
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Chairman : 
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Rapporteur : 
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Speakers : 

Mr. P. NARAYANAN 
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Mrs. S. V. CHAR 

“Legislative Aspects of Mental Retardation ” 

Dr. J. N. VAZIFDAR 

“The Red Cross and Mental Retardation ” 

Mrs. G. Z. KOTHAVALA 

“How we devised a trust for our retarded son ” 

Miss FRENY. B. GANDHI 

“A Social Service in Mental Retardation ” 

Dr. (Mrs.) WANKER 

“Sheltered workshop projects for the mentally Retarded Adolescents” 

Dr. B MOHAN 

“ The Adult Mentally Retrded ” 

Mrs. S. V. CHAR 

“ F. W. M. R. Mental Retardation Trust ” 
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Society’s obligation towards the mentally handicapped 

By Dr. Rev. A. J. Malin-Chairman 

The raw materials that will constitute the Indian Democracy of 
to-morrow are the millions of children of our land. The development 
of these human resources represent the major task of our society. 
These children cannot be neglected withot disastraous consequences. 
But it is pitious and heart-rending to note that some of these children 
are handicapped either physically or mentally or socially due to various 
factors, like heredity, diseases like typhoid, or small-pox, bad company, 
lack of discipline, broken homes and some psychological causes for 
which they are not responsible entirely. These children are handicapped 
to such extent that specialised services are essential to provide 
an adequate training programme. With greater emphasis being placed 
on human values and happiness, there evolves the problem of studying 
the characteristics and the special needs of these individuals who are 
not benefitted by the treatment ind training given to the average child. 

Recently in our country among the social workers and education¬ 
ists, there has been a wide awakening about the problem of the menta¬ 
lly handicapped. As a signatory to the United Nations Children’s 
Charter, we cannot, but carry out its noble declaration which reads : 

“The child that is sicks must be nursed; the child that is phys¬ 
ically or mentally handicapped must be taken care of.” Like any 
normal child, the mentally handicapped has got every right to demand 
from the Society, care and attention. After all, by taking care of such 
handicapped, the Society turns its ‘permanent liability’ into an asset. 
Further we must remember the fact that, if Society will not take care oi 
lhe mentally handicapped and keep them usefully engaged in some 
constructive work, they will keep the Society bussy in checking and 
controlling their destructive and anti-social activities. 

From‘Diagnostic Centre’ to the ‘sheltered workshop’we need a 
variety of service to be established in our country. It will be surprising 
to not? that there are now 60 institptipqs ip India educating and training 
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about 2,000 children while it is supposed that 1 to 2 per cent of tne 
population is mentally handicapped. While at least somelhing is being 
done substantially for the socially and physically handicapped children, 
very little is being done for the mentally handicapped. A cursory 
look at the Planning Commission’s Report reveals that during the 
Second Plan period, out of the total some Rs. 9\ lakhs spent for the 
handicapped, only a small sum has been spent on mentally 
handicapped. Similarly, during the Third Plan period, out of Rs. 23| 
lakhs spent for the handicapped a sum of Rs. 2 lakhs has been spent for 
the mentally handicapped. As Confucius has said “it is better to light 
the candle for them to curse the darkness’. Similarly we can get some 
consolation that something is being done for the mentally handicapped. 
One must remember that much remains to be done and hence urgent 
measures are called for. 

An importent lacuna is the absence of social security to this vulner¬ 
able section of the society. Institutions like LIC should be persuaded to 
make some provision for the protection and welfare of the handicapped 
children. In this connection, I wish to point out that a special insurnce 
scheme called “N. A. R. C. Protection Plan” is being implemented in 
the United States. Our Federation also can emulate this good example 
and try to do something to mitigate the suffering of these innocent 
children. This will give great relief to the parents who are haunted by 
the question “who will look after our children when we are no more”. 
I hope Mrs. Char and Mrs. Kothavala in their papers will give us 
some ideas and suggestions to implement such welfare schemes. 

Another factor is the role of Voluntary Service Organisations like 
the Red Cross, Rotary Clubs, Lions Clubs, etc., in serving the mentally 
handicapped. It is heartening to note that in our country Voluntary 
Agencies have shouldered more responsibility in the onerous task of 
training and rehabilitating the mentally handicapped. At this juncture, 
it will net be out of place if I pay my humble tributes to the poiners 
like Mrs. Jai H. Vakeel who had the foresight to start an institution for 
such children two decades ago. Since then many have followed her 
footprints, I am glad to mention another Voluntary Agency, namely, 
the Guild of Service (Central) is running BALA VIHAR at Madras m 



the South for the last 15 years. This is the biggest institution in the 
souih. In a developing country like ours, the Voluntary Agencies 
have an important role to play in the implementation of various welfare 
programmes. Dr. Vazifdar’s, paper, I am sure, will deal with the vari¬ 
ous aspects of the participation of the Voluntary Agencies in this area 
of handicapped. 

Another importent factor is Research. Without research no 
systematic or scientific methods of dealing with this problem can be 
formulated. Unfortunately till recently in our country not much head¬ 
way has been made in this field. Only in the recent times two big 
Research Projects with the financial assistance from the U. S. A. are 
being carried on viz. the Nandan Van School at Nagpur and BALA 
VIHAR at Madras are two recipients of Aid from the U. S. Depart¬ 
ment of Health, Education and Welfare, to conduct research studies on 
certain aspects of these problems. Mr. Mohni from Nagpur and Mr. 
Boaz from Madras will be presenting reports on their respective Projects. 
I am sure more such research studies will be undertaken in our 
country in the years to come. 

Training given to the Mentally Handicapped will be of little or no 
value without proper rehabilitation, which is the bridge spanning the gap 
between uselessness and usefulness, hopelessness and hopefulness, 
despair and happiness. The effective use of the rehabilitation program¬ 
me is dependent upon the total community and interested agencies 
accepting and sharing the responsibility. 

Unless Society becomes aware of their potentialities and sheds 
all its prejudices, the chances of integrating the mentally handicapped 
into the community, which is the very purpose of Rehabilitation, are 
very remote. 

People should stop talking what the mentally retarded are not 
but start helping them become what they can be. As the late Presi¬ 
dent Kennedy said, “people must realise that although these children 
my be victims of fate, they should not be victims of our neglect.” 



I am sure Dr. Brij Mohan’s paper will gives us some guidelines 
so that we my expand our activities in this direction. 

Lastly, I wish to point out that there is no social legislation, in 
our country worth mentioning to protect, educate and rehabilitate the 
mentally handicapped. Of course, any legislation has got its own 
limitations. But at the same time, we cannot deny that it has got its 
own value. An Act similar to that of Mental Deficiency Act of Eng¬ 
land must be provided for these children. Along with such legal 
protection, we must get the public co-operation without which no 
social legislation can be effectively implemented. I am sure Mrs. 
Char’s Paper will through some light of these aspects. 

Before I close, I wish to appeal that we must act here and now 
because the mentally handicapped have already waited too lcng to get 
their due. Society must fulfil its obligations so that better days will 
dawn for these children. Now I call upon the speakers to present 
their papers. 



Research on Day Care Centred 


P. Narayanan, B.Sc., D.S.S.A., 
Programme Director 


At the outset, I wish to thank the organisers for having given me 
this opportunity to present this report before this August body. 

As emphasized by our distinguished chairman, the importance of 
research cannot be overemphasized. 

Recently there has been a spurt in our country, with regards to 
Research on some of the aspects of the problem of the mentally handi¬ 
capped. But, much remains to be explored still 

Let me present a short report about the research project undertaken 
by Bala Vihar at Madras. 

In 1963, some of the experts from the U.S Department of Health, 
Education and Welfare, during their tour in India visited Bala Vihar. 
While discussing with them the idea of conducting research in this field 
was mooted, as Bala Vihar had the materials, laboratory and the subjects. 
Since then, various schemes were presented to them through the 
Government of India. But unfortunately one after the other, the schemes 
were turned down either by the Government of India or the authorities 
in Washington. Indeed it was a tough job to find a topic which will be 
agreeable to both the authorities. After prolonged correspondence, it 
was decided to have “the participation of the parents in the school 
programme” as the subject matter. About six months ago, the Project 
was finally okayed by the Vocational Rehabilitation Services under the 
Department of Health, Education and Welfare. Three months back Hon. 
Mrs. (Dr.) Phulrenu Guha, Minister for Social Welfare, Government of 
India, inaugurated the Project. 


167 



168 


The title of the Project is ‘Feasibility of training the mothers of 
the mentally handicapped’ in a Day-care centre. The idea of involving 
the mothers in training program itself is a novel one and this has not been 
tried even in the United States, not to speak of our country. 

Total period of study is 2$ years 

Grant amount sanctioned Rs. 1,96,000/-. 

(1) The aims of our Project are : 

to demonstrate to the mothers simple teaching techniques and 
habit-training methods to improve the retarded child’s ability or 
potentialities ; 

(2) to determine an effective time period in which mothers can 
be trained to carry on with the training at home; 

(3) to determine aspects of education and child training which are 
most feasible for mothers to learn by demonstration, discussion 
and counselling and to translate into family life ; 

(4) to assess the cost and benefits compared to the average length 
of stay of the child, whose parents do not participate in the 
programme; and 

(5) to measure changes in attitude and improvement in children 
where there is variation in the period and extent of participation 
by mothers 

The procedure we proposed to adopt is as follows : 

From the case records of the various Government Hospitals in the 
city of Madras, 4 groups of 20 children each will be selected, keeping the 
following factors constant. 

(a) The age of the child should be between 4 & 7 years 

(b) The income of the family to be between Rs. 100 and 400 p.m. 

(c) There should be at least one more child in the family. 

(d) The real mother should be willing to come to the school and 
attend to program as and when required. 

(e) The I.Q. of the child must be between 60 and 75 



Out of the 80 selected children, 3 groups will be attending the Day¬ 
care centre for different lengths of periods, i.e. 6 months, 12 months and 
18 months. The mothers of these children will also be asked to attend 
to the training program for different lengths of time at different intervals. 
Exa. One set will be asked to come to the centre once a week ; the other 
set once a fortnight. The third group will not come to the Day-care 
centre at all. 

The fourth group will be kept as a controlled group and so the child 
and mother will not participate in the training program at all. 

The children and the mothers will be tested before and after the 

study. 

The attitude of the parents will also be measured before and after 
the study. 

Necessary staff have been recruited and the Project has just been 
started. 



Legislative Aspects of Mental Retardation 


Shrimati S.V. Char 


In 1966, during the First All India Conference on Mental Retarda¬ 
tion, an introduction was given to the Legislative aspects of mental 
retardation by Shri G.B. Pai in this paper on ‘Suggestions for Legislation 
on Mental Retardation and by Shri J.P. Gupta in his paper on ‘Review 
of the children’s Act with respect to the mentally retardation. Mr. Pai in his 
paper makes six suggestion, namely, that (1) we should have an adequate 
defination, (2) the law should give the mentally retarded social protec¬ 
tion, (3) Provision should be made for research, (4) training of per¬ 
sonnel, (5) necessity for registration of institution and (6) development 
of voluntary organisations. Mr. J.P. Gupta explains the inadequaty of 
existing children’s Act in regard to the care of the mentally retarded and 
suggests that specific legal provision should be made for the care of the 
mentally retarded including institutional services, home counselling, post 
school adjustment and vocational rehabilitation. 

I would like to give a brief comparative survey of legislative provi¬ 
sions for the retarded in some developed countries, which are excellent and 
we may benefit from their experiences and utilise some of their ideas 
with suitable adoptations for legislation in our country. 

Swedish Mental Retardation Law of 19<>7 

This law is very comprehensive and lists a wide range of community 
services for the mentally retarded including care, education and other 
services. Pre-school and school education will be given to all the mentally 
retarded up to the age of 21 or even up to 23 years of age and then ends 
up in a vocational school giving work training. Those who cannot attend 
classes will receive individual education or training. Apart from special 
hospitals and schools for residential care, according this law, there will 
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be day centres for children and occupational centres for adults. Special 
services are provided for those living with their families. Hostels are 
provided for those who need. As long as there is need for it such services 
of one kind or the other will cover the entire life span of retarded 
persons. These services are free except in the case of gainfully employed 
persons who are living in hostels or institutions who are required to pay 
part of their pay for room and board. The family of the retarded will 
not be charged for these services but they will not receive any cash 
benefit if the child is in an institution. Sweeden has 25 counties and the 
Government is responsible, in all the counties to provide all these services 
provided by the law for the mentally retarded. 

Danish Law on Provisions for the Retarded 

In 1959 Denmark got a new mental retardation Act which offered 
the mentally retarded civil rights in nearly all relations. Denmark is divided 
into 12 districts which according to the new law must have the necessary 
institutions (welfare centres) and other aids at their disposal in order to 
attain the object of this law which is a life for the mentally retarded as 
normal as possible. Each of the twelve welfare centres has a central 
institution from where the work is led by a team consisting of an adminis¬ 
trator, a chief physician, a chief pedagogue and a chief social worker. 
The central institution receives the mentally retarded for diagnosis and 
treatment and accommodates all those who need treatment. Besides such 
12 centres, there are 155 institutions in Denmark. The Danish 1959 Act 
lays down as a rule that there is, for the mentally retarded, a duty to be 
submitted to teaching and training from the age of 7 to the age of 21. 
This duty, which is in reality, a right for the mentally retarded to a 
proportionately larger period of teaching and training than that of other 
citizens is a legal expression of equality. Besides, the state has the duty 
to help the mentally retarded both during the years before 7 and after 
the age of 21. 

Rehabilitation of the Mentally Retarded in United Kingdom 

Care, education and rehabilitation of the mentally retarded are 
covered by the education Act and mental Health Act 1959. According 
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to these laws, severely retarded children receive treatment and care in 
hospitals. In the case of moderately retarded children the local 
authorities of the education department decide, whether a child, 
because of the nature and extent of his disability of mind is un¬ 
suitable for education at a school for normal children. If so, and 
if they feel that the child will benefit from attending a special school 
for educationally subnormal children, then they will recommend as 
such. For children, who would find both ordinary and special schools 
unsuited to meet their educational needs, training centres are provided 
by the local health authorities. Mentally handicapped people over the 
age of 19 who are capable of employment may if they wish, seek registra¬ 
tion at the disabled persons register at the local office of the Ministry of 
Labour. Thus, in U.K., with regard to rehabilitation of the mentally 
retarded three different ministries, health, education and labour come into 
the picture at different stages. Care and treatment by the Ministry of 
Health, educational facilities by the Ministry of Education and employ¬ 
ment opportunities by the Ministry of Labour. 

Thus, in various developed countries through legal provision, the 
following aspects are covered viz. (1) medical care and treatment, to prevent, 
cure or minimise the handicape (2) educational facilities at pre-school 
and school stages (3) vocational training, institutional care and employ¬ 
ment and (4) lastly regarding his social rights as an individual ; light of 
self determination, right to marry and beget children, special penal code 
provisions, compensation for damage, protection against physical punish¬ 
ment and derogatory treatment. I shall now discuss each one of these 
points and their significance with reference to conditions existing in our 
country. 

I. Medical Care and treatment to prevent, cure and minimi se 
mental retardation : 

In India can we possibly have legal provision of this nature ? 

We have shortage of hospitals, dispensaries, doctors, nurses and 
other medical and para medical persons. Such a law would be ideal 
to have. But I am afraid, our country’s financial resourses at the present 
stage of development may not permit implementation of such a law. The 
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question is do we want to be idealistic or realistic? We can at least try, 

II. Educational facilities at preschool and school stage : 

Where cumpulsory education is law, it applies to the mentally 
retarded also. In our country rehabilitation of the mentally retarded 
including their education along with other kinds of handicapped is a state 
subject, except in the case of pilot projects such as National Centres, 
employment exchanges etc. Centre will give grants for any project started 
by the States or Voluntry Organisations, but centre cannot start 
institutions. There is no law to cover all the handicapped. Any law 
which is to be recommended should cover extended years of education 
and training the mentally retarded will require, when the preschool and 
school education should start and when it should give way for vocational 
training etc. The law also should cover child guidance and parent 
councelling services. At present child guidance is under Health Ministry 
and the other aspects are looked after by Social Welfare. 

HI* Vocational training programme 

For the normal people is in our country by the Ministry of Labour 
and Employment and training : Probably, due to administrative con¬ 
venience, vocational rehabilitation of the handicapped is taken up by the 
Department of Social Welfare. 

Even employment exchanges for the handicapped though under the 
administrative control of the Ministry of Labour and Employment are 
financed by the Department of Social Welfare. At piesent these em¬ 
ployment exchanges for the handicapped do not register the mentally 
handicapped. In India where employment of educated normal people 
is a great problem being faced, employment of the mentally retarded in 
the open market is a much more difficult task to be solved. In this 
regard we have to think in terms of sheltered workshop programmes and 
cooperatives of purchases and sales for some-time to come. 

IV. Social Rights : 

The last and the most important aspect any law for the welfare of 
the mentally retarded should cover j.e. with regard to the civil rights of 
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mentally retarded person as a citizen, as a member of the society, as a 
member of a family and as an individual. Has he got the right to vote ? 
Has he got right to own property ? Can he marry and have children ? 
Can he commit a crime and avoid punishment because he is mentally 
retarded ? World Health Organisation and other international organisa¬ 
tions have promoted the idea of legal provisions in favour of the men¬ 
tally retarded against exploitation, Prejudice and neglect. In some 
countries, guardianship is provided legally. A person or persons 
interested in the welfare of mentally retarded persons might apply for 
guardianship. In such cases the property belonging to the retarded 
persons will be managed by the guardian. In U.K. two doctors should 
recommend in writing that such a person is mentally retarded and 
therefore has to be received into guardianship. This guardian should be 
approved by the Local authority. I wish to examine each of these aspects 
of social rights of a mentally retarded in detail. 

(а) Right of Self Determination 

The objective of modern legal provisions for the retarded is to 
make his living conditions as similar as possible to those of the other 
people, to develop his potentialities and to stimulate him physically and 
mentally so as to minimise his dependance on other people and also to 
minimise the difference between his daily life and the life of an ordinary 
normal person. To teach the retarded to make decisions on his own, 
whenever feasible to make him as independent as possible. In institu¬ 
tional situation, a mentally retarded persons rights are restricted. It is 
for the authorities to see that it is minimised. Right of self determina¬ 
tion is with regard to matter of choice of work, of leisure time activities, 
equipment and decoration of bedrooms, choice of room mate, of clothing, 
use of pocket-money etc. Advice in these should be given with least 
amount of authority. Aim is to make them make their own decisions 
in these matters. 

(б) Right to Marry 

In 1915 in Sweden, a law was adopted prohibiting a mentally 
retarded from marrying. The purpose of this was implied in the fact 
that the mental age of a mentally retarded is less than 15 years. It was 
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also considered that many a time mental retardation was due to genetic 
factors and therefore may breed more mentally retarded. There is also 
this fact that the mentally retarded parent may not be able to bring up 
the children in a satisfactory way and provide the necessary facilities 
for them. In such a case who will be the guardian for these children? 
In ) 945, Sweden adopted an amendment for the 1915 law to make it 
possible to obtain an exemption from the 1915 law of prohibition. The 
reason for this was that the genetic reasons which were put forward at 
that time were proved to be incorrect by research. They also felt that 
social reasons rather than genetic factors should be of greater impor¬ 
tance. We here have to consider the different possibilities of such a law, 
the ethics of it and recommend a satisfactory and practical law to be 
enforced. 

(c) Legal Capability 

According to the laws, existing in our country, a person comes of 
age at 21. He attains then full legal responsibility. What about the 
position of a mentally retarded adult in our country ? Does he assume 
his full legal capability when he is 21 ? Unless he is declared unfit by the 
court af law, I think he does. If he has property, there is every danger 
of his being exploited and taken advantange of by undesirable relations 
and other persons. Legal provision can be made in respect of a person 
who is mentally retarded, who due to his mental retardation, is unable to 
take care of himself or his property. Such a declaration about a status 
of legal minority presupposes an application submitted by the person 
himself or his immediate family or by the local authorities. Then the 
court could appoint a guardian, either a close relative or any other fit 
person. Unless, there are special reasons everyone should accept such 
appointment of guardianship is particularly necessary in the case of 
girls as they might be exploited by antisocial elements indulging in 
traffic in women and other activities. I have had the opportunity 
to test the intellectual development of children coming before Juvenile 
courts and child welfare boards, for various reasons, both at Bombay 
during the years 1952-58 and in Delhi during 1960-62. Reasons for their 
being brought before the courts were several ; wandering, neglect, petty 
offences and begging. There were a few instances where young mentally 
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retarded girls were found in the company of bad characters and quite a 
number of girls were arrested under immoral traffic act. It was found 
that about 30 per cent of these children had [. less than 75. The 
mentally retarded who are highly sussestible and socially immature can be 
easily lead astray by unhealthy elements in the society. Therefore, they 
should be protected by law against such happenings. Dr. Richard 
Sterven who prepared the Swedish draft law on this subject recommends 
committing a retardate to a residential institution without the consent of 
himself or his guardian, if he is ‘unable to protect himself or herself 
against sexual exploitation’. In some countries heavy penalty is prescribed 
in the penal code if somebody takes advantage of a mentally retarded girl 
in this manner. 

(d) Special Penal Code Provisions 

According to law a child is not punishable for a crime or a mis¬ 
demeanor. When such a child is brought before a juvenile court or a 
child welfare board, the parents are advised to take care of the child 
properly. If the child is neglected or cannot be looked after at home 
properly, such a child is sent to a fit persons institution according to 
existing Children’s Act in our country. What happens, when it is a case 
against a mentally retarded adult ? The court has the possibility to send 
such a person to a mental hospital under the lunacy act. A person who is 
mentally ill is committed to a mental hospital for psychiatric treatment. 
It may not be an ideal situation to commit a mentally retarded adult to 
a mental hospital, as he may not need psychiatric treatment but only care 
and supervision. The mentally retarded needs training in socialisation and 
vocational talents and sheltered workshop program. Mental retardation is 
a condition and not a disease needing medical treatment. ‘Pre- 
tective supervision’ is what is required. In Sweden a mentally retarded 
may be fined for a minor traffic violation but he will not receive prison 
sentence for the reason he is mentally retarded. Where we have institu¬ 
tions, we shall need qualified staff to look after nondelinquent as well as 
delinquent retardates. Even in advanced countries this is a problem. 

(e) Rules about Compensation for Damage 

If a person who causes damage is mentally retarded, is it reasonable 
to say that the party who suffers should go without compensation. Wity 
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insurance solve this problem ? Could there be a law in this regard. This 
is another question to have to consider. I propose this conference to 
appoint a sub-committee to go into these questions in detail and to 
recommend their suggestions to the department of Social Welfare, 
Government of India, for their consideration. 
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The Red Cross and Mental Retardation 


Dr. J. N. Vazifdar 


When I was asked to give this talk I accepted the invitation with 
mixed feelings pleasure that the importance of the Red Cross was being 
recognised and sorrow that hardly anything is being done by the Red 
Cross for these individuals in our country. 

We live in a era of Gallop poll and the like and in our country a 
study was made of the attitude of the community towards people who 
had suffered from various diseases and disorders, like mental illness and 
retardation, venereal diseases, tuberculosis and so on. The questions 
asked included the attitude towards employment of these people and 
getting together of their children with children who suffered from these 
disorders. It was a remarkable analysis showing suspicion and negativism 
towards the mental disorders and I feel sure that this feeling exists in all 
the countries. 

Things are however changing and mentally handicapped person is 
now a godchild whom everybody wants to help and not a step child of 
the community as of yester years. 

In European countries specially the Scandinavian countries a lot 
is being done by the Red Cross for the mentally retarded though these 
societies are fortunate in getting the fullest cooperation of the authorities 
and other private agencies and foundations. 

How does or can the Red Cross help ? The Red Cross can help by 
actively taking part in habilitation, rehabilitation and readaptations of the 
mentally retarded. These activities can be purposeful if due publicity is 
given and the public made aware of the problems as this leads to greater 
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understanding and help and thus influence the public opinion towards 
accepting these people who otherwise lead a segregated life. 

In the cities of Sweden centres were started with a view of keeping 
mentally retarded boys and girls occupied with various tasks adapted to 
their respective capacity. Besides mental retardation some had additional 
defects like speech difficulties, impairment of sight or hearing or motor 
disorders. For these handicapped these centres became places where they 
could meet friends, get specialized treatment and perform some useful 
tasks. From these centres excursions to local industries, fire brigade 
stations, police headquarters etc. were arranged with idea that these handi¬ 
capped could get a better idea of the various community functions at 
the time giving an opportunity to the community to meet these groups and 
appreciate their problems and qualities. 

The Swedish Junior Red Cross started a special type of summer 
camp where handicapped and non-handicapped children were brought 
together. In the beginning the non-handicapped children were worried 
about their own capacity in relation to the mentally retarded but their fears 
were baseless as they soon realised that they could work and play together 
extremely well. The benefits derived from these camps were many—an 
important one being the stimulus to the retarded children that they could 
carry out activities which were not specialised or meat for them alone. 
The psychological benefit derived by the parents who found their children 
engaged in ordinary community functions has also been very noticeable. 
The greatest benefit was the removal from the minds of the normal child¬ 
ren the superstitions and the false belief which they had entertained till 
the time of the camps about the mentally retarded children and one can be 
sure that because of this participation in the camps the normal child will 
now look upon the mentally retarded in quite a different way. 

When seeing these camps in action one is astonished to find how 
quickly quite inexperienced non handicapped children got into the rhythm 
of being together with the handicapped. I might illustrate with an example 
which was witnessed in one of the camps. This camp had besides guest 
children from three other countries. As is the practice flags of the Red 
Cross, Red Crescent and the participating countries were being flown, 
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These flags were being hoisted and taken down every day—all flags at the 
same time and the same speed. One day a mentally retarded boy said that 
he would lower the Red Cross flag and being permitted he along with the 
normal boys walked with pride to their respective flag poles. All loosened 
the lines and the retarded boy just let the Red Cross flag drop down. 
Which just came down very quickly. For a moment everything was silent" 
but then all the remaining flags were swished down their flag poles—none 
of the youngsters lowering the flag in the usual ceremonial way. This was 
a spontaneous action with a view not to make the retarded boy feel that 
he had failed. It has been observed that this activity of organising summer 
camps has proved to be of great value in the education of society towards 
not only accepting but also appreciating the handicapped. 

A sheltered workshop was started by the Swedish Society for the care 
of the Mentally Retarded primarily to carefully study the people admitted 
there. A medical, psychological, sociological, pedagogical team will plan and 
direct the work and evaluate new methods of getting the best out of each in¬ 
mate To facilitate giving the advantage of this workshop to people coming 
from out of town the Red Cross instead of building and organising special 
boarding institution rented out a number of apartments, furnished and 
decorated them wherein the mentally retarded will stay. The benefits of 
this scheme are twofold—firstly these young people will lead an ordinary 
community life in an ordinary part of the town and secondly the town- 
people have to get used to and accept the presence of this group of. 
people. 

The Norwegian Red Cross has established several institutions for the 
medical and pedagogical care of the mentally retarded. These institutions 
are linked up with day nurseries, clinics, training centres and sheltered 
workshops. In the institutions doctors, psychologists,^physiotherapists 
and social workers give a thorough examination to the child and give the 
help he needs with the aim of not only giving him happiness but also to 
develop his qualities. It has been a very pleasant surprise as to the results 
obtained—pupils with low I.Q. making products which are not difficult 
to sell. The aim is to produce things which the people are willing to buy.' 
One institution has specialised in hand made Christmas tree decorations 
another has specialised in woven goods while still another grows beautiful 
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carnations in its nurseries. At the same time efforts are being continuously 
made to obtain orders from factories as there still are many things which 
a machine cannot do like folding cardboard boxes or putting things in 
bags etc. 

Very good results have been observed in the case of holiday camps 
or homes or club evenings specially meant for this group of people. It 
brings joy and happiness not only to the mentally retarded but also to his 
relatives. 

What the Scandinavian Red Cross Societies are doing is being done 
by quite a few other Societies with modifications to suit local problems 
conditions. 

It might be asked if what the Red Cross does is enough in view of the 
enormity of the problem. The main aim of the Red Cross is to break 
down the high wall of isolation that surrounds this group of people and 
to bring about an awakening and understanding in the community as such. 

The League of Red Cross Societies has produced a document called 
“Prospective Role of the Red Cross Welfare Service in a Rapidly Changing 
World’’ and I would recount to you some of the relevent points : 

(a) Role of the Red Cross in relation to the Individual 

It is considered vital that the mentally retarded build up their self 
esteem and independence, and for this the following activities were sugges¬ 
ted. Music and recreational occupation ; training to go shopping and the 
like ; holiday camps ; sheltered workshops ; and club evenings. It was 
very necessary for the retarded child to associate with the normal people. 

(6) In Relation to the Family 

Special attention must be paid to the difficulties encountered by the 
family having a mentally retarded person in the house. The families 
should be relieved for a short period from their heavy responsibilities and 
thus prevent further stress ; they should be helped to understand and 
accept the situation. 
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(c) In Relation to the Community 

The Red Cross can play an important part means of information 
given through personal contact than through mass media. For this volun¬ 
teers are needed and the younger people enrolled as they do not have any 
preconceived ideas or taboos. 

Let us realise that the happiness of these retarded people depends 
on what we can give or refuse to give them. Much can be done for them 
if we accept the challenge and shed our fear, distrust, neglect and apathy. 
Let us also realise that like us these people whom we have ignored or 
forgotten or ostracized have a right to earn their living and enjoy their 
leisure. Let us also realise the magnitude of the task and all interested 
in their welfare should work as one team as the Red Cross always believes 
that co-operation spells progress. 



How We Devised A Trust For Our Retarded Sort 


Mrs. G. Z. Kothavala 


The question on the mind of every parent of a retarded child is 
“who will look after our child when we are no longer there to see to his 
care and comfort ? 

Some of us are fortunate enough to provide for him, but more 
fortunate are those who have close member of the family who love the 
child, will continue to look after him and make his life as useful and 
happy as it has been, during the lifetime of the parents, without the added 
responsibility of providing for his necessary expenses. Therefore it is the 
duty of all parents of mentally retarded children to ensure the upkeep of 
their child in some way or other. 

If you will excuse my being a bit sentimental and speaking to you 
as my own brothers and sisters. I will give you a brief account of the life 
of my son, and tell you how God has helped us in our ardent desire. 

When I was first told that my child was not normal and could not 
do the same things that other children did, I was frantic, and thought the 
doctors did not know what they were talking about. I moved heaven 
and earth to find out some ways and means of helping my child to become 
normal like other children, but that did not help much. A very wise and 
understanding Doctor Gen. J.B. Hance, the then Residency Surgeon of 
Bangalore advised me that I should take my child aboard, and consult the 
well known child specialists Dr. Robinson and Dr. Tredgold. It did not 
take me long to act up to his advice. Both the doctors went into the case 
thoroughly and realized that nothing much can be done for the child medi¬ 
cally. After deep consultation they must have come to the conclusion 
that they must begin their therapy first with the mother and the parents 
have to take out an insuarance policy which pays the guardian a certain 
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sum after their demise to the guardian on the retarded person for his 
unkeep. It is a most satisfactory arrangement if carefully worked out. 

Now if I may be permitted I would like to read out to you “The 
Guardianship Plan” as visualized by the FWMR, and “The FWMR 
Retardate Trust To Keep On Carrying” as visualized by the FWMR. 

We must all get—work out this plan satisfactoring. 

Please read the plan. 



Social Service in Mental Retardation 

Miss Freny B. Gandhi 

Mental retardation has a very complex psychological social, medical 
educational and legal component and this calls for a broad approach to 
prevention and treatment. Each of the experts not only has to understand 
the problems in his own frame work, but has to know the problem as a 
“Whole”. The social workers and the specialists do work together as a 
team in helping the mentally retarded. Special social service programme 
needed in this field is almost unavailable and also lacks in quality. 

In the year 1950, in U.S.A., parents’ Group Movement initiated the 
National Association for Mentally Retarded. To-day in India it has been 
initiated mainly by a few interested doctors and psychiatrists, teachers and 
voluntary social workers who are working in this field. Professional 
social workers have avoided to step in the field of the handicapped (in 
general) for reasons best known to them, but vice-versa it is also very 
true that the welfare institutions for the handicapped are not aware of 
the professional and specialised social services and trained social workers 
are not used. The scope of the development of social service program¬ 
mes in the field of the handicapped as a whole is tremendous and the role 
of professional social worker is specific. At present, it is the teacher in 
the field of Mental Retardation who plays a multi-disciplinary role with the 
result that specific therapeutic-oriented social services, like family 
services, individual and group counselling services, case work services 
with Mentally Retarded Children and adults with behaviour problems, case 
work with mother-child together etc. neither get strengthened nor intensi¬ 
fied. Vice-versa, if a trained social worker is used as a teacher, then the 
special educational services are not strengthened and result in an ineffective 
programme. Social workers are not equipped with the knowledge of 
special education techniques and teachers are not equipped with the 
social work techniques like case work, group work, play therapy, eom- 


185 



186 

munity organisation techniques, consultative and supervisory skills. We 
talk of rehabilitation services, but we need to work out many prelimi¬ 
naries of rehabilitation services so as to bring about an effective over-all 
development. It is in these areas that social work techniques are most 
useful. 

Scientific findings have superseded supersitition, fear and ignorance, 
but still in our country it is an alarming problem because of more quack 
remedies and unavailability of the right type of doctors. Now the path 
is paved in mental retardation where doctors, psychiatrists, public health 
workers, psychologists, occupational therapists, special teachers and 
social workers work together. Great majority of the mentally retarded 
population are liabilities, incapable of self-support and they become 
public charges in some form and this is an endless menace to the 
community. We all are fully aware of the possible effects of low income, 
higher incidence of disease, impairment of general health, all kinds of 
nutritional deficiencies, absence of play and lack of stimulation in many 
respects. All these are hostile to the growth and development of any 
programme. Protective case work services are needed more in lower 
socio-economic group where the level of education is nil or little and we 
require these services for a long time. Parents are accused of neglect, 

but to some extent in reality our Indian homes have problems of house¬ 
hold work and many responsibilities of a large family and parents are 
emotionally disturbed. Hence M.R. is a handicap with multi-dimensions. 

All handicapped children need the opportunity and advantage of 
family life, community services and resources more than a normal child, 
but mentally retarded is the one who requires protection and supervision 
throughout his life and this is a “family stress’’ as well as a “community 
stress”. Mental retardation is first and foremost a family problem. Life 
experience are first encountered within a family. Here are planted the 
seeds of social usefulness and hence this aspect requires social work 
techniques of working with the families. Almost all clinics and casework 
centres offer guidance to parents, but casework and counselling work with 
siblings and family members have not been practised as an effective and 

intensive service . How well and efficiently the family can 

accept and adopt to the mentally retarded child, on this will depend the 
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society’s assumption of responsibilities for care, management, treatment 
and training programmes for the mentally retarded. 

Parents of the retardates are burdened with feelings of disappoint¬ 
ment sorrow, frustration, anger, anxiety, guilt, helplessness which prevent 
them from being the kind of parent to their child as they are to their 
other children. Community and professional understanding of this fact 
is the first step towards improving the home situation, but it is not yet 
begun. Unless skilled services are provided before these reactions are 
crystallised, the social milieu of the home will not only fail to promote 
but will suppress the development. Family problems have to be analysed 
to find partial solutions. Isolation from other children promoted by 
parental concerns for the child's safety is deterrant to social maturity. 
The critical impact of social forces on the development of children has 
been clearly demonstrated in an experimental study by Kirk the findings 
strongly support the need for intellectual stimulation of young retarded 
children who have to be helped out, and the need for more work with 
family and not only with parents. Early deprivations of maternal 
affection, care and opportunities result in a failure to acquire certain 
learning in critical periods of developmental stages. 

Parent-education activities and counselling services need to be 
expanded in hospitals — clinics — health centres and schools — Time and 
again, the staff involved in this work also need to be oriented and 
refreshed. So the parents’ education does not merely become a community 
teaching, but is an enabling and a helping process based on dynamics of 
human growth and development. Group discussion and counselling in a 
M.R. Clinic offer an opportunity to express the commonality of parental 
experiences and sharing their thoughts and feelings and in several ways, 
parents themselves indicate help e.g a mother says, “My 6 years old 
girl does not walk nor talk.” Another parent say, “This is too much of 
work — I cannot spare time, I don’t have a fulltime Ayah”. The third 
mother says, “We have lost hopes”. A fourth parent blames himself and 
takes it as punishment, - these are only a few examples of cases in 
mental retardation where the social worker has to understand the true 
meaning of what is being said. Parents realise their unique individuality. 
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In UNICEF centres all over Asian countries, these programmes have a 
strong medical support — parents who are forced to come will not gain 
the benefit. On the whole, at the intellectual level, there is an impressive 
acceptance by parents and the professional staff that counselling service 
is a professional service which should be broad and flexible enough to meet 
the needs. 

Responsibilities of a professional social worker as one of the impor¬ 
tant members of the team (of experts like psychiatrist, psychologist, doctor, 
social worker, educationist, occupational therapist, speech therapist, etc.) 
are manifold. Social services like Day Care Services, Institutional care, 
varied types of family services, diagnostic and treatment centres, institu¬ 
tional and foster care programme, short term and long term casework 
and group work services for children and parents, coordination and cooper¬ 
ation of welfare agencies in M.R. programmes, strenthening of community 
resources for employment and rehabilitation services are the few essential 
services where professional social workers can step in. Whatever services 
we want to list for normal can also be listed for the handicapped, but 
there are more for the “Handicapped”. Day care for these children is 
the most useful one. The mentally retarded child solely taxes the ph>sical 
and emotional energy of a mother to care for him. Even relief from the 
need for constant supervision of the child for several hours during the day 
enabling the mother to organise her household work, or go shopping, or 
just rest, can serve as a stabilising force in family life. In one of our cases 
of mother-child relationship, this was tried out along with individual help 
and now the child is ready for school. Mother’s nagging and tieing up 
of the baby have disappeared. In most of the retarded cases of clinic and 
school, we find that the retarded child’s greater dependency sometimes 
causes him to be infantalised beyond the dictates of reality. “The problem 
presented by M.R. children as they relate to family life are manifested in 
various way like, (1) family feelings and reactions, (2) care and manage¬ 
ment of behaviour problems, (3) guidance and training, and (4) providing 
for the future”. From the caseload at the M.R. clinic, we find families 
very considerably in their reactions to birth of a retarded child and also 
in their abilities to adapt their living patterns to the child’s needs. There 
are tremendous problems encountered in promoting independence—in 
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self-care, resulting specially from the growth—inhibiting attitudes and 
feelings of parents. Providing a suitable family set-up is conducive to 
learning the elements of family and social living and it is important that 
these feelings be resolved as soon as possible. The early life experiences 
of the parents, their religious, cultural and emotional background, their 
economic and social status and the stability of marital life, personality of 
the parents influence their feelings and attitudes. In this moderization the 
child is measured against his contemporaries and the parents demand 
physical and intellectual prowess and this places parents of retarded 
children at a distinct disadvantage in facing up to many of life’s experienc¬ 
es. This conflict forces parents into devious and sometimes difficult 
psychological escape-mechanisms. Denial is a basic form of self-projec- 
tion against painful realities. There are families who have severe tensions 
and disorganisation in family life which cannot meet the needs of a 
retarded child and these cases have to be considered for placement. It 
is not right to categorise parents who are guilt-ridden, anxious, helpless 
and insecure as emotionally disturbed parents. Professional honesty with 
parents is essential, for evasions are really sensed and false assurances 
heighten the ultimate scope of disillusionments. Perhaps here a large 
number of teachers, doctors, social workers and psychologists need to be 
warned. Sometimes, parents are well adjusted to the situation but may 
lack information and knowledge and even this educational component in 
case work process is meaningful and knowledge in itself often has thera¬ 
peutic benefits. This is proved by studies of parents of M.R. and 
emotionally disturbed children. 

Disturbances in siblings of retarded children generally concide with 
disturbances in parents. Family interviewing and counselling has the real 
advantage of facilities of communication between the parents and their 
normal children asking each parents in ihe presence of others, to raise 
questions of interest and concern. This is relatively a new technique. The 
family-centered treatment goals are helpful. The early involvement of the 
siblings can do more than only promote their understanding and accep¬ 
tance. It can help creat interest in their relationship with the retarded 
child and instill the conviction that they are important contributors to his 
welfare and wellbeing of the family. This is not at all easy, as many of 
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the parents, do not use the service too long and also some mothers prevent 
the worker to get involved with the others in the family because this is 
her “lot of faith” and others have nothing to do. It is true that despite 
some hopeful beginning, the retarded individual is a “social isolate”. He 
lives a life marked by frustrations, social construction and a constant re¬ 
minder of his failure as a human being. They are rejected by workers and 
agencies. What is more required at a broader level, is an intensive effort on 
the part of family agencies to take on more family work with the retarded 
and work through their feelings and make appropriate plans for the retarded. 


Modified case work therapeuctic techniques are very helpful. Most 
the mentally retarded children and adolescents present personality and 
behavioural problems and traits which can be helped out through a 
meaningful relationship ; knowing well that language and intellegence are 
the primary means of communication between a caseworker and client, 
ordinary interviewing techniques are not appropriate. Theoretically, the 
retarded client (patient) does not know his problems and very often 
they are not taken in treatment because of lack of verbal communication 
and reasoning-this case work relationship is highly correlated with non¬ 
verbal skills and its importance cannot be ignored e g. seven years old 
Ramesh, severely retarded and epileptic, was brought to the clinic two 
years ago. He was completely unresponsive and senseless. He could see 
and hear but there was no awareness in his vision or hearing nor in 
walking. He could walk but it was aimless—he was restless for all the 
24 hours—he could not even sleep. He ran away from everything and 
everytime he was carried as he could not walk in a wide open space. If 
you touched him he did not recognise any one except his mother. 
Mother’s desperation and feelings of hopelessness and helplessness were 
beyond imagination. She always questioned “could any one be worse”? 
Words are inadequate to describe R’s severity of the handicape. However, 
mother had many strengths. She decided to come back after her delivery. 
She came with R. “Help me with everything”. It was a question in my 
mind-how much am 1 ready ? But I did get ready. At first I worked with 
the mother and helped her to think and feel about her son as a child first 
and the handicap secondly. Then the mother and child were called once 
a week. The child responded to drugs very slowly and because of his 
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epilepsy, mother could not bring him to the clinic regularly. R’s vision 
and hearing got a little stabilised through the major technique of relation¬ 
ship. I had the difficulty of putting across “anything”, but mother would 
do it through her relationship strength, which she gained from the clinic 
worker. Continuous work with the mother and child helped R. in many 
ways, it was the relationship that helped the child to develop emotional 
experiences and these experiences were again shared with the mother and 
with him. The caseworker’s personality, expressions, tone of voice, body 
movements and participation in activities with the child are more effective 
m play sessions than repeated words of assurance and support. These 
mother-child sessions were also meaningful to mother who indentified 
with the problem and developed interest and competence to work with the 
child. The pre-admission work with the mother and child proved very 
helpful at a later stage of adjustments to realities. The advances in 
medical field are many and they are the strongest assets today but 
psychiatric social work skills have not been tried out. Yesterday’s emphasis 
on “incurable” and “no hope” have proved discourging for all but for 
the very few devoted hardworking souls all over the world. Social work 
in mental retardation is considered frustrating, but this is true of any 
other field of social work where services are not well planned and well- 
recognised, and where skilled services are most lacking. Though this is 
also true of all professional fields in developing countries. 

A promising area of prevention lies in strengthening of diagnostic 
and treatment services, maternal and child health services and close 
cooperation between social worker and the doctor, public health nurse 
and the school teacher can help achieve the objectives in individual cases. 
School social work is a more neglected field than the field of the handi¬ 
capped. If the cooperatian of the schools and hospitals is sought, early 
case finding itself is a preventive service, but it gets stuck here as the 
resources are miserably scanty. In my mind, a more practical solution is to 
work with the public and private schools and help them to develop special 
classes for the trainable and the educable. It is net so easy to start centres, 
specially schools with all the limited funds and lack of trained personnel. 
The schools can be helped by the clinics to provide several specialised facili¬ 
ties of learning as well as social activities and this will be one way of keeping 
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the retarded with the normals in the community and parents who resent 
the label of a special school for their children can also be motivated. 
Opportunities to enjoy wider experiences have several benefits not only 
in physical growth, but it has its effects on learning and the consequent 
impact on his psycho-social development. This was experimented through 
a pilot project of starting a M.R. Adolescent Girls’ group in a large family 
services agency where there are vocational, educational and social activi¬ 
ties. The set-up of this welfare agency is very suitable for the development 
of a special class for adult girls. It is most desirable to get a support of 
the Department of Education and Health and Welfare to develop special 
units in schools. As a pilot project, this can be attempted in one or two 
schools in a big city in every state. 

Prospect's for preventing non-organic retardation are also promising 
as many of the environmental and psychological variables involved can 
be controlled. Here also the social worker can apply her skills in stren- 
ghtening family life, improving child-rearing practices, in providing 
stimulating opportunities for child growth. This has been emphasised 
in all the seminars and conferences, but action programmes are missing 

for want of funds, and trained personnel and the same things get 
repeated. 

Do we want an ideal plan on paper or do we need to build up a 
plan in terms of realities and availabilities ? “We must do well what 
we can” to prevent pathology and promote social usefulness and self- 
fulfilment. For this, Government support, private charity support and 
the most effective the parents’ movement must be aimed at. 

How to effect the necessary services ? This can be planned out 
by having a M R. Planning Board (consisting of experts) in each State 
whose main function is to plan out the services which are basic, useful 
and preventive, enlightened and effective and this is a sound public 
economy. Should we have everything separate for the Mentally Retard¬ 
ed ? Why ? There are resources of workshops and training units and 
a section be utilised for the retarded or industries can help M.R. schools 
and clinics to establish rehabilitation services and provide them with some 
semi-trained personnel. Perhaps all these resources are already existing, 
but we have not explored. The field of the handicapped as a whole 
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need not be so widely divided and many of the services can be co-ordinated 
and be available to all. The method of “helping system” by that I 
mean, “parents helping parents” and “the handicapped helping the 
handicapped” would be more useful. Involving parents in the play 
group and in voluntary work should prove successful because parents 
feel for each other and same is true of the handicapped. We have to 
select them with caution and in agreement with the staff workers. This 
is not an economy nor a substitute for the staff but it is self-contributory. 
If a retarded child happens to be blind, crippled or deaf (usually he is 
so because of impairments) then he is “shopped” around. The blind nor 
the deaf school wants him, the retarded school is not equipped to 
train him and we are creating more problems ourselves for want of under¬ 
standing, cooperation, co-ordination and determination. 

Every state has been allotted funds to develop family and child 
welfare services and the number of these Social Service Agencies and 
Projects has increased by thousands. (There are nearly 7000 grants-in-aid 
Welfare Institutions). I assume every agency and hospital has retarded 
cases (either children, adolescents, adults) in their case load, but the 
retarded are not served and they are shifted elsewhere with the result 
they are nowhere except an added burden to their own parents. These 
groups of welfare agencies can advocate public education programmes 
and could be a potent force in stimulating legislative action, supporting 
research and sponsoring pilot demonstration projects. Their specialised 
character and intense motivations if properly channelised can be a spur 
to progress. Social legislation is very essential whereby continous and 
comprehensive services can be established. 

To combat this problem, foreign countries advocate many methods. 
Our country has got to make advances from the stage of ‘Sitting thro’ 
whole life’ to the stage of rehabilitation and self-fulfilment. Where are 
these opportunities and who will create them ? A trained personnel 
is a necessity, but there is always a death of trained personnel 
everywhere. The Mentally Retarded Planning Board can envolve a net 
work of different kinds of training units (including training of Ayahs 
and attendents). The professional Schools of Education, Home Science, 
Psychology, Social work, Sociology, Pediatrics should be involved in 
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training the personnel. One of the most crucial problems in all profes¬ 
sional fields is a wide gap between available professional man-power and 
service needs. In USA, one school of social work undertook a training 
programme of 10 staff members of child welfare agencies for a period 
of one year and this experiment was successful. I think in our country, 
professional schools and clinics can plan training programmes and also 
consultative and supervisory services. In our institute we have developed 
consultative and supervisory services with welfare agencies and one of 
the areas is working with the retarded in one agency which carries 
out a full-fledged Mentally Retarded Adolscent girls’ programme. There 
can also be job-training units and in service training units for the staff, 
volunteers and auxiliary workers. The training programmes both of 
short term and long term can prove useful in many ways. They can be 
an integral part of the community plan. To-day the mentally retarded 
the mixed up with the mentally ill and more or less both have been 
treated alike. This requires a tremendous effort of mass communication 
& education through radios and newspapers, films etc. Parents of the 
retarded are waiting for the day when the child is not laughed at and when 
he is not called mad “»ri*T” (Ganda). 

The task is very great but not impossible. We have to go slow and 
systematically with the slow and for the slow. We have to bring the 
world closer to him. Then we may realise the goal expressed by WHO 
“Every child regardless of the nature of his handicap has the right to 
develop to the maximum of his capacities.’’ 

Mahatma Gandhi has said “Social Service can be effective when it 
is rendered without noise”. 



The Adult Retarded Problems and Programmes 


Dr. Brij Mohan 

The mentally retarded adult is a person whose morbid conditions 
of subnormal personality have rendered him/her mildly or severely in¬ 
capable of coping with the requirements of socio-personal adjustment 
even after the teens. This handicapped group present staggering familiar, 
social and clinical problems to those who are concerned with the care, 
maintenance, treatment and rehabilitation. In countries where psychiatry 
is now very well developed, more mentally handicapped persons are able 
to live beyond adulthood. Nevertheless, owing to meagre psychiatric 
facilities, we cannot say definitely whether the population is relatively low 
amongst the adult retardates. There are no statistics available about the 
adult retarded in India. Even the Mudaliar Committee has not estimated 
the number and problems of these people though certain conservative 
statistics are presented in regard to the mentally ill in general. In the 
existing Indian conditions ,the significance of the problems and program¬ 
mes of ‘education’ cannot be gainsaid owing to the facts that, (1) the 
institutional facilities are too limited, (2) there are extremely limited 
opportunities for treatment in mental hospitals, the only principal institu¬ 
tions or psychiatric treatment in India, (3) the family care becomes 
exceedingly difficult during adulthood, and (4) the widespread negative 
beliefs and attitudes of the public towards the mentally sick and lack of 
efforts on the part of the Government to undertake progressive measures 
for the welfare of the hadicapped people. All this makes the life situation 
of an adult retarded appallingly pathetic and difficult, specially to the 
family and the community. Most of the streets in an Indian city present 
a ‘horrifying’ spectacle when one not unoften encounters an ‘obnoxious’ 
being uncared for, oblivious about the self and the world. Men and 
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women come and go but the poor retarded remains unconcerned on the 
footpaths, rediculed and laughed at by the passers by who talk of politics, 
cosmatics and Michaelangelo ! 

The complex problems of the adult retarded may roughly be classified 
as : custodial, theraeuptic, rehabilitative, and social. The extent and 
nature of custody as well as treatment will be determined by : (a) sex of 
the retarded for matters of living arragements, (b) degree of retardation, 
(c) family position and (d) the community resources. Rehabilitative and 
social problems mainly involve finding of suitable jobs and the de¬ 
velopment of welcome attitudes on the part of the public to accept the 
retarded favourably. 

On the basis of the degree of retardation we may broadly classify 
the adult retarded into two main categories : mildly retarded and severely 
retarded. The rehabilitative programmes for both will be designed accord¬ 
ing to the variations in problems posed by them. Mildly retarded are 
relatively more “educable” than the severely retarded .ones and as such 
the latter may be called “ineducable”. Thus the extent of subnormality 
appears to be positively corelated with one’s ‘educability’. 

Family Care 

Family services including the domicilliary treatment are of vital 
significance in respect of the treatment of the retardates, especially young 
ones. Few persons amongst the mildly retarded need 24 hours hospital¬ 
isation. However, the percentage of severely retarded would highly 
increase with age institutional care. 

Not unlike ‘normals’, the basis of socio-personal adjustment in 
adultfood is determined during the childhood years. If enough care 
regarding the child’s family training, adjustment and schooling were taken 
during the early stages of life, the person could be expected to make better 
progress. As full-time institutional care involves lot of expenditure and 
technical involvement, it is being increasingly realised that the retarded 
persons could better be taken care of at home through advanced psychiatric 
techniques, social work services domiciliary therapy. This would save not 
only the exorbitant cost of institutionalisation, but it would also reduce 
the anxiety and strain on the part of the child and the family. In a pro- 
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gramme for the welfare of the adult retarded this measure will have 
tremendous preventive import. With the advent of adolescence new set 
of complex problems perturb the sick and his family and the helping 
agency has little to offer. The post-adolescence problems need further 
analysis to follow. 

The Mildly Retarded 

A properly ‘educated’ mildly retarded person is employable as an 
unskilled worker after a successful schooling. Most of these persons are 
capable of getting married and handling ordinary obligations of simple 
household. It is difficult to ascertain the extent of corelations between the 
level of intelligence and employability and one’s capacity for social adjust¬ 
ment. However, it seems definite that one who has greater grasp over the 
element of the three R’s is likely to fair better. It may also be mentioned 
that the notion that sub-normality and fertility are positively correlated, 
is unfounded and therefore, not true. 

The Severely Retarded 

In the predisposition of severe retardation the role of socio-emo- 
tional factors is less important, Mongolism, also known as Down’s 
syndrome, is the commonest diagnosable clinical condition that accounts 
for about 20% of the total of severely retarded. Epilepsy, cerebral 
palsy, incountenence and problems of management may be additionally 
encountered in severe retardation. These persons, unable to understand 
the rudiments of three R’s, are called ‘ineducable’ and hence the doors 
of ‘schools’ do not welcome them. Tizard has estimated that about 
70% of the severely retarded aged 15 or over are ambulant and trainable 
while 30% are either housebound or bedfast, about 75% are trainable 
but their needs differ considerably according to their age and handicap. 

Institutional Care 

Short-term or long-term institutional care and family services may 
well be planned out through a network of psychiatric units especially 
designed to help the adult retarded in becoming a useful member of 
society. The following units may be established and run by the team 
efforts of psychiatrists, psychiatric social workers, psychologists, occupa- 



tional, industrial, and recreational therapists and qualified nurses : 

1. Mental Hospitals 

2. Early-treatment Centres 

3. Out-Patient Clinics 

4. Day Hospitals 

5. Special-Day-Training Centres 

6. Week-End Boarding Units 

7. Colonies for the Mentally Defectives and Epileptics 

8. Sheltered Workshops and After Care Homes 

9. Geriatric Units 

10. Units for the Retarded Having Antisocial Tendencies. 

The required assistance may be sought from any of the above 
listed units depending on the nature of the problem of the concerned 
case. This calls for a comprehensive community mental health programme. 
Largely mental hospitals conventionally continue to provide the insti¬ 
tutional care for the retarded. In the existing Indian legal conditions 
only those mentally defectives are found in the institutions who are 
committed to the institution by the police. However, voluntary cases 
seldom get the opportunity of hospital care because they are “incurables”. 
India’s 36 mental hospitals provide facilities for only 15000 patients. 
The socalled curable mental diseases get priority in the admissions and 
the adult retarded persons are not welcome. This may be understood 
in view of the extremely limited hospital potential and tremendous 
community needs. It may be suggested that each mental hospital 
should be equipped with a separate ward for the exclusive care of the 
retarded persons. Early treatment centres and out-patient clinics may 
assist the parents and families to know-what they ought to know-about 
the nature of the retardation so as to enable the guardians to take 
adequate care, counselling and treatment at the pre-crisis and crisis epochs 
from the nearest possible centre. The parents/guardians of the retarded 
persons need more education to handle these persons as the delicate 
responsibilities involved are often unknown to the conservative care¬ 
takers. A clinic or an early treatment centre would serve a great deal 



in this regard. Day hospitals special day training centres week-end 
boarding units are some of the latest innovations in psychiatry to provide 
short term treatment more efficiently, economically and scientifically. 
Short term care is the most valuable type of institutionalisation. This 
keeps the patient in touch with the family and saves the agency 
from being isolated from the community life. In the daily units 
the patient reaches home each day and also remains in constant 
touch with the psychiatric unit. Week-end boarding units also serve as 
substitute agencies for long term hospitalisation providing the facilities 
of a therapeutic stay of 2 to 3 days a week. The short-term residential 
care may, however, last for a few weeks. Such agencies are yet to be 
developed in India. Colonies for the mentally defectives and the 
epileptics have been erected with great advantages in many west European 
countries of late. These colonies generally provide long term care under 
the supervision of a team of trained workers. Proper employment, 
treatment, after care, and vocational facilities are the main features of 
such colonies. Indian country-side may provide an ideal site for the 
establishment of such colonies with the provisions of simple farming, 
gardening and handicrafts facilities. These requirements are long over due 
on our mental health planners and administrators. Sheltered workshops, 
after care homes and working settlements are the main types of units 
where the adult retarded may be assisted readaptation to normal life. 
In these rehabilitative units both long-term and short-term training may 
be imparted according to the therapeutic needs of the clients. There 
would always be cases surviving beyond the normally expected age. 
Ceriatric units—not in isolation from other units and the community-may 
be established for such cases with adequate recreational vocational 
facilities. It is always desirable to institutionalise those cases separately 
who have anti-social tendencies. A para may be added here on 
subnormality and crime. 

Criminality and Retardation 

Views about the relationship between crime and subnormality have 
been changing. In the begining of the present century American scientists 
firmly believed that subnormality was one of the most important factors 
in crime. However, recent researches on the subject have revealed 
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little relation to criminal behaviour. Only the less backward with I.Q. 
between 55 to 70 tend to get involved in crimes. Idiots and imbaciles 
lack initiative to do crimes. Unfavourable and unwholesome family 
conditions render the high grade subnormals more vulnerable to criminal 
acts. They are more prone to sexual offences. Their backwardness 
never makes them attractive toward the opposite sex and as a bid to 
overcompensate for their inferiorities they attempt sexual assaults. These 
persons, if compared to normal criminals, are less educable. They have 
lesser potential for self correction and as such offences are committed 
repeatedly. Certain naive social scientists call them “recidivists” but 
they are neither the habitual criminals nor the ‘born’ ones. Their mental 
retardation—a clinically established morbid lesion—is a disease which gets 
them involved in unfortunate situations. Proper training and schooling 
facilities, if made available at suitable stage, can certainly save many 
of the retardates from becoming socalled ‘criminals’ and the society at 
large from the former’s damages. 

Long Term & Short Term Training for the Severely & Mildly 
Retarded 

Most of the severely retarded need long term dependence on others, 
family, relatives, or institutions. However, special-day training centre 
where kindergarten or nursery school training is arranged, may also be 
attended by these persons. About 20% of the severely retarded need 
whole time nursing. Generally guardians do not like to get their mentally 
troubled children hospitalised until the latter attain adulthood. It may 
be substantiated on the basis of certain observations. Persons who remain 
unhospitalised do not necessarily get therapeutic treatment at home. In 
many cases guardians have been found very cruel and exploiting. The 
problems of the unhospitalised female cases deserve special attention, 
specially when they are neglected by their families amidst total lack of 
institutional care. Besides the stereotyped prognostic nihilism attached 
with retardation, the utter paucity of institutional assistance and social 
security measures increases the pessimism of those concerned with the 
problems pertaining to subnormality. 

The mildly retarded may be recommended short-term care in 



accordance with the familial circumstances. After 1 to 4 years of training 
and social rehabilitation, most of these children may be discharged to 
work under supervised conditions until they find suitable jobs. Voluntary 
admissions which are too common in most of the western countries, 
are too rare in the existing Indian conditions. It is therapeutically 
and socially relevant that the patient be institutionalised voluntarily. 
This calls for a major revision in the legal status governing the treatment 
of psychotics in India. 

The principal needs of the mildly retarded adult include adequate 
practical social training, education, vocational guidance, marriage 
counselling and family planning assistance. However, most of these 
mildly retarded would not need much of supervision except the general 
common sense help needed by other youngmen and women brought up 
under unwholesome conditions. 

In developing programmes for the welfare of the adult retarded, it 
would be desirable that both males and females of all age groups are 
provided the opportunities for social get-to-gathers and the institution 
be integrated in the community life. Suitable cases may be granted 
‘parole’. Generally the retarded, even adult ones, do not behave sensibly 
in the heterogenous groups although many of them like to be with the 
opposite sexed persons and children. As they do not command adult 
sexual maturity, they may feel shy, inhibited or apprehensive. The living 
pattern in an institutional setting may differ according to the cultural 
norms nevertheless, it is desirable that all adult retarded to given 
opportunities to mix togathes quite often. Provision of social experience 
and suitable work would constitute a major plank in the schedule of an 
agency. Establishment of special club-type workshop with the 
cooperation of the guardians and the interested community workers may 
also be possible to help the retarded persons learn suitable skills according 
to their potentialities. Excepting the severely retarded idiots, most of the 
adult imbaciles and morons can be given training in farming, laundary, 
dairy and kitchen work. Most of the morons have the capability to 
become ordinary carpenters, barbers, tailors, painters and shoe-menders. 
A positive response from the public to accept these ‘educated’ persons on 
suitable salaries will not only reduce the economic burden of society but 



would also infuse feelings of self reliance and self respect in the handicap¬ 
ped persons. This, however, does not relieve the State of its primary 
obligation towards the handicapped groups whose unforgiveable neglect 
makes a horrid mockery of our democratic socialism. 

Lack of a favourable social policy for the welfare of the retarded 
people seems to be the main handicap in the welfare of the handicapped 
people. Others factors may also be tackled with if a desire is there to 
improve the lot of these people. In Indian conditions where the poverty 
and backwardness of the masses is a common problem and employment 
remain a nightmarish task even to the most qualified the job position for 
the retarded cases seems doubly difficult. It is true that the general 
problem of unemployment and backwardness deserves priority in the 
developmental plans but the fate of the handicapped groups too 
cannot be ignored. Other priorities cannot be made weapons to let the 
handicapped continue their age old sufferings. The reactionary approach 
has to be substituted by a purely scientific one. 

References 

1. Government of India, Report of the Health Survey and Planning 

Committee, 1962. 

2. Jack Tizard, “Adult Retarded”, Mental Handicap, Documenta Geigy, 

Bombay, ’66. 

3. Brijmohan, Planning and Administration of Mental Health Program¬ 

mes, The Journal of Rehabilitation in Asia, Bombay (.Forthcoming 
Vol.). 

4. Brijmohan, Psychiatric Disorders, Sexual Perversity, and Criminality, 

Social Work Review, The M.S. University of Baroda, 1965, pp. 35-44. 

Crime and Mental Disorders, The Journal of Correctional Work, 
Lucknow, XII, 1965, pp. 33-39. 

5. Brijmohan, Social Work and the Problem of Mental Disorders, 

Doctoral Dissertation, Lucknow University, 1964, (typewritten), 
pp. 595. 



FWMR Guardianship Plan 
(The FWMR Retardate Trust Plan) 

Shrimati S.V. Char 


1. The Purpose 


The future of a retarded child after the death of his/her parents is a 
source of a constant concern. It is proposed to alleviate through the 
FWMR Retardate Trust, “The dread of what the future may hold for 
the retarded child”, to a large extent. The existence of a group of con¬ 
cerned trustees having a continued existence as body beyond the lives of 
the parents and relatives of the retardate provides assurance of continued 
interest concern and care for the retardate. 

The purpose of the FWMR Retardate Trust, therefore, is to make 
possible continued care, comfort, nurture, education, training and rehabili¬ 
tation of retarded individuals after their parents or guardians are unable 
to do this because of death or other causes. In addition provision is made 
for individual funds where the trustees will administer said funds for 
support of designated beneficiaries. 

The FWMR Retardate Trust achieves its general purpose through 
three possible methods. 

(i) The Administration of funds left in trust for retarded individuals. 


(ii) Establishment of funds for the above purpose. 

(iii) Guidance and counselling on the care and training of retarded 
individual to institutions and agencies. 


2. Participants of the FWMR Retardate Trust 

The participants of the benefits of the fund are retarded individuals. 

(a) Whose parents, brother, sister or guardian has deseases while a 
member of the FWMR retardate Trust by making payment as under :— 


203 



204 


Members age 

Premiuni 


20-(-years 

Rs. 

20/- 

per month 

30-(-years 

Rs. 

25/- 


40+years 

Rs. 

35/- 

yy 

50+years 

Rs. 

50/- 

yy 


(b) Whose benefactor whether he be parent, brother, sister, guardian 
or friend has made a gift or bequest of Rs. 10,000 naming the particular 
individual as a participant in the FWMR Retardate Trust General Fund. 

3. Administration of the FWMR Retardate Trust 

The FWMR guardianship plan primarily is for the benefit of 
participants of the general fund and most of the following comments 
apply directly to them. Of course, beneficiaries of individual funds will 
also have these general benefits. 

The major needs of the participants will not occur until after their 
parents have died and their brothers and sister have become more engross¬ 
ed in the problems of their immediate families. This being so, there will be 
time for the funds to grow so that the Trust may anticipate that the 
average available for each participant of the general fund will be at least 
Rs. 10,000 the actual value will probably be more after including other 
sources of income. 

Disbursements from the FWMR Retardate Trust fund may be made 
for any service or need which in the discretion of the trustees will be 
helpful in promoting the happiness and general welfare of the retarded 
person but it is mainly for the care, education, training and rehabilitation 
of the retarded person. In doing this to the retardate, the trust will take 
a continuing interest for his entire life time regardless of whether he is a 
resident of a government institution, a private school or a foster home. 

4. Reasonability of the Trust 

A board of 6 trustees (two life members, two parents, two profes¬ 
sionals of FWMR—one of whom should be a businessman and another 
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a lawyer or a banker) elected by the Executive Committee of the FWMR 
which is changed with the administration of the FWMR guardianship 
plan. General Secretary and Treasurer of FWMR will be the secretary 
and treasurer of the Trust. These six trustees carry out the general broad 
policies of set forth in the trust agreement and carry on a close coopera¬ 
tion with professional workers in residential centres and other government 
and private agencies. Each trustee is appointed for a three year term. 
An annual budget is prepared by the trustees for approval by the 
Executive Committee of FWMR and an annual report of all accounts is 
submitted for audit. 

While the trustees are not guardians, they are entrusted with absolute 
discretionary power over the disbursement of all monies of the trust. In 
addition the trustees have the responsibility of formulating new plans, 
enlarging the general scope of services to the participating retardates and 
inspiring FWMR member organisations to join hands in the guardian¬ 
ship plan. 

5. Trust 

A trust is a legal device whereby the ownership and control of money 
or property are placed in the hands of trustees and the right to use or 
benefit of the money or property is placed in the beneficiary of the trust. 

The duty of the trustees is to exercise such care and skill as a man 
of prudence, discretion, and intelligence would exercise in dealing with his 
own property. Therefore, it is clear that it is assumed that the money 
or property which he shall transfer to the trust will receive the same con¬ 
sideration that he himself would give it. 

By making the extent of the interest of beneficiaries dependent upon 
the discretion of the trustees and by limiting the authority of the trustees, 
the beneficiaries are protected in their enjoyment of the property or funds 
and the property thereby reviews free from the claims of creditors and free 
from dissipation by reason of the incompetence of beneficiaries. 

A proposal is made to request the government to exempt tax on a 
gift made to the trust during the life time of the donaj-. 
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6. The FWMR Retardate Trust 

The FWMR Retardate trust incorporates the protective features of 
trusts generally. 

The trustees will act as guardians of the beneficiaries of the trust. 
The FWMR retardate trust exists only for one purpose — that is to 
serve the mentally retarded. When a member dies it is the duty and the 
desire of the trustees to replace the member in the life of the retardate to 
whatever degree possible, but particularly to be concerned with his/her 
happiness, and welfare. When the member dies the trustees or a repre¬ 
sentative of the trustees visits the family of the deceased to cooperate with 
the family and to make the services of the FWMR retardate trust fund 
available. The purpose of the FWMR retardate trust can be expressed in 
many ways. 

(1) Direct monetary assistance to the beneficiary. 

(2) Monetary assistance to the agency caring for the beneficiary. 

(3) Visits to see the beneficiary to show interest, attention, to com¬ 
fort and to learn the needs and problems of the beneficiaries. 

(4) By making certain that medical care is obtained if needed. 

(5) By a gift of a pretty dress. 

(6) By providing training and guidance to develop full capacity or 
talent ability, which could make if possible for a younger retar¬ 
date his place on the community. 

(7) Being placed where he/she could be happy and properly 
cared for. 

(8) Being guided with the care of properly trained persons equipped 
to cope with problems of the retarded. 

(9) By making certain that the funds planned to insure proper care 
and happiness for the retardate and properly administered for 
the sole benefit of his survivor. 

The FWMR retardate trustees who serve without remuneration have 
only one goal—to ensure as much happiness and protection as humanly 
possible for the participants of FWMR Retardate Trust, 
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Resolutions read by Mrs. S.V. Char 


The Conference recommends :— 

1. As the Indian Lunacy Act as it is existing today is 
not adequate to deal with the problems of the 
mentally retarded, the Federation for Welfare of 
the Mentally Retarded (India) may appoint a sub¬ 
committee to go into this question and send their 
recommendations to the Government of India to 
enforce a “New Mental Retardation Act”. The 
sub-committee may include the following members : 

1. Chief Justice S.P. Kotval 

2. Dr. J.C. Marfatia 

3. Dr. Hajarnavis 

4. Mr. G.B. Pai 

5. Mrs. S.V. Char (Secretary) 

2. that education, training and rehabilitation of the 
mentally retarded should be given the due priority 
both by the Government of India and State Govern¬ 
ments. Departments of Social Welfare and Eduction 
should be induced to recognise the need to start 
more institutions and schools for the mentally retarded 
in all the States. They might give grants and 
technical help to voluntary organisations willing to 
take up this work. Some of the types of institutions 



mentioned below are required to be started: 

A. Diagnostic Centres and Clinics. 

B. Day Nurseries for Small Children. 

C. Recreation Centres in each community. 

D. Vocational training centres for the trainable 
mentally retarded. 

E. Special schools for the mentally retarded. 

F. Sheltered Workshops. 

G. Youth hostels for employed mentally retarded. 

H. Institutions for adult mentally retarded who are 
severely and profoundly retarded. 

3. that the regular schools should be persuaded to start 
special classes for the educable mentally retarded to 
incorporate integrated programme for the handicap¬ 
ped. F.W.M.R. should circulate materials regarding 
integrated programme for the handicapped to enable 
the authorities of those schools to apply for Govern¬ 
ment grant meant for this purpose. Integrated 
programme will give the mentally retarded 
opportunities to mix with the normal children of 
their age group and to participate in as many normal 
school activities as possible. 

4. that F.W.M.R. should form a nucleus of experts in 
fields like education, social work, guidance, clinical 
psychology, paediatrics, psychiatry etc. to prepare 
books, pamphlets and other materials for publication. 
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5. that F.W.M.R. should start a trust for the welfare 
of the mentally retarded. A sub-committee consisting 
of the following members may be formed to go into 
the details of this question. 

1. Mr. G.B. Pai 

2. Mr. Nareilwala 

3. Miss Gool K. Boi 

4. Mrs. S.V. Char (General Secretary) 

6. that the State and Central Governments should start 
regional centres for training teachers and others who 
want to specialise in rehabilitation of the mentally 
retarded. 

7. that the Department of Social Welfare Government of 
India may be persuaded to give scholarships to the 
mentally retarded as it is done in the case of other 
categories of handicapped. 

8. that the Department of Social Welfare Government 
of India may be persuaded to register the trained 
mentally retarded along with other categories of 
handicapped for employment in their special employ¬ 
ment exchange. 

9. that Government of India should start as soon as 
possible an all India Institute for the Mentally Retard¬ 
ed where facilities are available to conduct research 
on various aspects of mental retardation and to 
train personnel to manage institutions for the mentally 
retarded, 
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10. that F.W.M.R. should work towards establishment of 
local societies in all the States. 

11. that F.W.M.R. should set up standards for various 
types of institutions, 

12. that F.W.M.R. should set standard and prepare 
curriculum for different categories of the mentally 
retarded. 



Vote of Thanks 


By Dr. Rev. A. J. Malin 

Along with our “Thank You’s” we feel our apologies are also 
in order. We realize that there were many disappointments for the 
delegates in our reservation arrangements and mail correspondence as 
well as in our failure to get rail concessions and free hostel and board¬ 
ing facilities. The postal strike contributed much to first in delays 
and loss of letters and our financial straights contributed most to the 
rest. No grants in aid were forthcoming either from the State or the 
Centre as was the case with the First Conference in Delhi two-years 
ago. Up to three weeks before the Conference our, treasury did not have 
one pie to its credit. Except for the Raven School in Versova and 
M.SW.C. Class in Ravelin St. no ether institution for the mentally 
handicapped in Bombay gave any cash donations. , Mrs. Durga 
Jain’s class at Kemp’s Corner obtained several advertisment 
for the Souvenir. We were most grateful for the outside 
delegates from Delhi and Ahmedabad who manned the registration 
tables and took over the rail reservations when our local committee 
broke down. 

The Conference owes a great debt of gratitude to the Round 
Table group who took over the publicity under Mr. Brendan pereira 
and raised banners and posters in the City and arranged the press 
Conference, Cinema slides etc. under the guidance of Mr. Osborne 
D’Souza, Mr. Rajan, and Mr. Kalianpur. Through the Round Table 
we also received the help of M/s. Pawri & Co. in the erection of the 
Exhibition stalls at a great saving. 

Without the cooperation of Very Rev. Fr. Miranda S.J. the 
Principal of St. Xavier’s High School the Conference would not have 
had a venue for its speakers and exhibitors, and without the help of 
Mr. J. D’Souza of the Indian Mining and Engineering Journal we 
should not have had an office for the Conference. 

The Exhibition which was highly praised as one of the best 
ever held for the Mentally Retarded owes much to the Indian Society 
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for the Rehabilitation of the handicapped which also arranged for the 
axcellent films from the foreign embassies through the efforts of 
Mr. K.S. Parthassarathy who with Mr. Theo Moniz the Executive 
Secretary of the Conference were the hardest workers of the Conference. 
Thanks is also due to Mrs. T. Selwyn Chairman of the Reception 
Committee for spending many hours at the office desk and enlisting 
workers for the Conference. It can be truly said that had 
it not been for her untiring self sacrificing work the Conference would 
never have come to fruition. She never once failed to attend the workers 
meetings and her car was always at the service of the Conference 
Committee. 

A final heartfelt thanks are due to Mrs. Char and the Federation 
for having offered to help our finances at a crititical stage with a 
donation of Rs. 1000.00. With a final thanks giving to Go i for the 
blessings we all received during this meeting with these dedicated to 
the welfare of our “forgotten child” we pray that many of our Retarded 
will no longer be forgotten. 
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APPENDICES 





Appendix I 


List of delegates who attended the Second 
All India Conference on Mental Retardation 

1. Miss Caryina, Baldwin Girls High School, Bangalore 25. 

2. Mrs. Sindhu P. Joshi, Principal, School for the Mentally 
Handicapped 1187/64 Kamayani, S. Nagar, Poona-5 

3. Mrs. Kusum Nagarkar, 759/22 S. Nagar, Dn. Gymkhanna Lane 
4 B, Poona-4. 

4. Lt. Gen. H. Williams, 2A Mafatlal Park, Warder Road, Bombay. 

5. Mrs. Kamalini Sarabhai, B.M.. Institute,. Near Nehru Bridge, 
Navrangpura, Ahmedabad-9. 

6. Miss Rekha Ghosh, Supdt. Bodhi Peet, 20 Hari Nath De Road, 
Calcutta-9. 

7. Miss Swapna Bisi, Teacher, Bodhi Peet, 20 Hari Nath De Road, 
Calqutta-9.. 

8. Miss Rekha Dey, Teacher, Bodhi Peet, 20 Hari Nath De Road, 
Calcutta-9. 

9. Mrs. M.M. Desai, Head of Department of Family and Child 
Welfare, Tata Institute of Sqcial Sciences, Chembur, Bombay-71. 

10. Mr. B. Madhavan Nair, Teacher M.R. Children, 27A (Ground 
Floor) Hill Side, Nepeap Sea Road, Bombay-6. 

11. Mrs. Freny Mehta, Chairman, Indian Council for Mental Hygiene, 
42 Cumbatta Chambers 3rd Floor, Queens Road, Bombay-1. 

12. Dr. D.M. Bassa, Director* Child Guidanc Clinic* The Indian 
Council for Mental Hygiene, 42, Cumbatta Chambers, 3rd Floor, 
Queens Road, Bombay-1. 

13. Lai H.V. Goklaney, J.P. Hon. Treasurer, Indian Council for 
Mental Hygiene, 42 Cumbatta'Chambers, 3rd Floor, Queens Road, 
Bombay-1. 



14. Dr. A. M. Naik, Hon. Secretary, Indian Couacil for Mental 
Hygiene, 42 Cumbatta Chambers, Queens Rd., Bombay. 

15. Miss Rajni Pratap, Psychiatric Social Worker, The Indian Council 
for Mental Hygiene, 42, Cambatta Chambers, 3rd Floor, Queens 
Road, Bdmbay-1. 

16. Miss Lina M. Kapadia, Supdt. Society for Vocational 
Rehabilitation for Retarded, 298, Princess Street, Bombay-2. 

17. Mrs. S. Kamal, Gen. Secy. CHETNA Social Work, Nirmala 
Nagar, Lucknow. 

18. Miss Gool K. Boi, Organiser, Sharada School for Mentally 
Retarded, Jansi Villa, Ashram Road, Ahmedabad-9. 

19. Miss Anjana S. Shah, Teacher, Sharda School for Mentally 
Retarded Children, 29, Deep Kunj Society, near Paldi, 
Ahmedabad. 

20. Mr. Kanubhai P. Berawala, Teacher, Sharda School for Mentally 
Retarded Children, 100, Samast Brahm Khystriya Socity, 
Anandnagar, Ahmedabad-7. 

21. Miss Hansa B. Patwa, Teacher, Sharda School for Mentally 
Retarded Children, 29, Pritamnagar, Ahmedabad-6. 

22. Mrs. Sharadaben Chimanbhai, Trustee, Sharada School for 
Mentally Retarded Children, Darshan Shahi Baug, Ahmedabad-4. 

23. Miss G.Z. Kothavala, Social Worker, Rustam Bagh, H.A.L. Road, 

Bangalore-17. 

24. Miss Freny R. Gandhi, Senior Psychiatric Social Worker, B.M. 
Institute, Ashram Road, Ahmedabad-9. 

25. Mr. J.N. Dalai, 1894, Hajira St. Kalupur, Ahmedabad-1. 

26. Dr. B.K. Ramanujam, Consultant Psychiatrist, Sharada School 
for the Mentally Retarded, B.M. Institute, Ashram Road, 
Ahmedabad-9. 



27. Miss Charusheela M. Sheth, Teacher M.R. Children, 74/10 Marine 
Drive, Bombay-20. 

**v 

28. Mrs. Bharti M. Karia, Teacher M.R. Children, Babulnath View, 
5th FI. Bablunath Rd., Bombay-7. 

29. Mr. Charnjit Puri, Psychologist, 26, Rajindra Park, New Delhi-5. 

30. Mrs. A.V. Jackson, Journalist, 27 Prithviraj Road, New Delhi. 

31. Dr. Soyi Roy, Physician, 204/5 Russa Road South, Second Lane, 
Calcutta-35. 

32. Miss Grace Mathew, Social Worker, Tata Institute of Social 
Sciences, Chembur, Bombay-71. 

33. Mr. R.D. Pandya, Senior Special Teacher, Home for Mentally 
Deficient Children, Opp. Famtawar, Rajkot. 

34. Mrs. Vimalben G. Nene, Craft Teacher, Home for Mentally 
Deficient Children, Rajkot. 

35. Smt. Sabitri Roy, Principal, Ashutosh Institution, 14, Rahim 
Ostegar Road, (West Jodhpur) Calcutta-45. 

36. Mrs. Nirmala Srivastava, Radhe Niwas, New Hyderabad, 
Lucknow. 

37. Mrs. Pratap, Baldwin Girls High School, Bangalore-25. 

38. Mr. Loomba, Dept, of Psychology, University of Lucknow, 
Lucknow. 

39. Miss Sheela J. Pasawala, Psychiatric Social Worker, Govt. Mental 
Hygiene Clinic, Vishwanath Bhavan, Near Sayas Ashram, Ellis 
Bridge, Ahmedabad-6. 

40. Mr. K.M. Ahmad, Superintendent, Home for Mentally Retarded 
Children, Near Jam Tower, Rajkot-1. (Gujarat). 
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41. Mrs. Mehru N. Bulsara, Supervisor, M.S.W.C. Special Class, 
10-Ravelin Street, Bombay-1. 

42. Mr. M. Basavaraju, Clinical Psychologist, Association for Mentally 
Handicapped, Bangalore-27. 

43. Mr. Chandrakant J. Jhaveri, President, Society for the Welfare 
of the Mentally Retarded (Ahmedabad), Blue Bird, Kasumba 
Vad, Dosljiwadayni Pole, Ahmedabad. 

44. Miss Dina C. Jhaveri, College Student, Blue Bird, Kasumba Vad, 
Doshi Vada ne pole, Ahmedabad. 

45. Mrs. Nirmalaben J. Jhaveri, Housewife, Blue Bird, Kasumba Vad, 
Doshi Vada ne pole, Ahmedabad. 

46. Mrs. Subodhkumari Rajendra Sheth, Housewife, Shahpur 
Bungalow, near Patel Society’s Bus Stop, Khanpur Ahmedabad-1. 

47. Mr. Harisbbhai C. Upadhya, Teacher at Sharada School for 
Mentally Retarded, 84, Sharada Nagar, Near Vikas Gouh, 
Ahmedabad-4. 

48. Miss Zulekha Hatimbhai Attarwala, 148, Kalupar, Kutpix Mahalla, 
Ahmedabad-1. 

49. Miss Sunanda Chimalal Shah, Teacher, Mentally Retarded 
Adolescent Girls’ Group, Jyoty Singh, Ahmedabad. (924, Kalushi’s 
Pole, Kalupur, Ahmedabad). 

50. Miss Sinruti Chandrakant Mashniwala, 1341, Rajumchta’s Street, 
Khushal Vaikunth’s Lane, Kalupur, Ahmedabad. 

51. Miss Ila Laxamanlal Dalai, Teacher, Mentally Retarded Adolescent 
Girls Group, Jyoti Sangh, Tilak Road, Ahmedabad. 

52i. Mrs. Leena Mazumdar, Supdt., School & Home for Mentally 
Retarded Persons, Anand Parbat, New Delhi. 

53 . Mr. Tom Stanton, De Monte Bldg. ,183 B. Dr. Viegas St. 
Bombay 2 BR; 
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54. Mrs. Bapsey M. Tata, Burjor Bldg., Wadia St. Tardeo Bombay. 

55. Mrs. Shera B. Billimoria, 601 A Cumballa Crest, 42, Peddar Road, 
Bombay-26. 

56. Mr. B.S. Ardhapurkar, Supdt. M.D.C. Home, Mankhurd, 
Bombay-73. 

57. Mr. N.S. Nair, Supdt. New Remand Home, Mahknurd, Bombay-73. 

58. Mr. G.K. Kukshrestha, Supdt. Home for Blind and Deaf Mute 
Children, Jabalpur. (102 Chari Tal Jabalpur). 

59. Dr. J.C. Marfatia, Head of the Dept, of Psychology, J.J. Hospital. 
Bombay. (Raj Niketan, 2/257, Ridge Road, Bombay-6.). 

60. Mrs. Indra Paranjpe, Social Worker, Nandanwan, Near Shree 
Talkies, Sitabuldi, Nagpur-1. 

61. MissLeela Chhatre, Supdt., NandanWan, Nagpur. 

62. Mr. Dave N.K vl Probation Officer, Remand Home, Bombay : 2. 

63. Miss Deshpande G.R. Probation Officer, Remand Home, 
Bombay-9. 

64. Mr. Suresh Chandra Arya, Psychiatric Social Worker, G.C.M. 
School for Mentally Retarded Children, School of Social Work, 
Kashi Vidyapeeth, Varanasi-2. 

65. Mrs. Mary Clubwala Jadhav, ‘Philroy* Nuvgambakkam, Madras-34. 

66. Mrs. Afzal Fri^se, Teacher, 6 Bhagwandas Road, New Delhi, 

67. Miss Malathi Riao, Medical Social Worker, Daisey Lawson Hostel, 
Y.M.C.A., 9 Cooperage Road, Bombay-1. 

68. Mrs. S.V. Char, Principal, Model School, Kasturba Niketan, 
Lajpat Nagar, New Delhi. 

69. Mr. J.S. Gandhi, Clinical Psychologist, Govt. College of 
Education, Chandigarh, 
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70. Mrs. Nandini P. Divatia, Hon. Secy. Society for the Vocational 
Rehabilitation of the Retarded, 18, Sagar Tarang, Bombay-1. 

71. Mr. H.L. Aghnihotri, Chy No. 19/93, R.K. Mission Marg, New Delhi. 

72. Miss Usha Sethi, Teacher, Model School for Mentally Deficient 
Childern, Katurba Niketan, Lajpat Nagar, New Delhi. 

73. Mr. P. Narayanan, Director, Balvihar, Halls Road, Kilpauk, 
Madras-10. 

74. Mr. P.D. Boaz, Psychologist, 21, G.G. Road, Madras-4. 

75. Mrs. Sudesh Sud, Teacher, Model School Kasturba Niketan. 
New Delhi. 

76. Father Malin, Director, Child Guidance Clinic DE Sales College, 
Nagpur. 

77. Mr. Sitapati K. Verma, Psychologist, Nandanvani, School for 
Retarded Children, Sitabuldi, Nagpur. 

78. Dr. K. Wankar, P.O. Nandanvan School, Nagpur. 

79. Miss Tarlu M. Trivedi, Mihir, Maotbai Str. Opp Bhatia Hospital 
Bombay-7. 

80. Mrs. Kamla Nimbkar, ‘The Amarind’, 15th Road, Khar, Bombay. 

81. Mrs. Kumud V. Shevade. Principal, G.S. Kapadia Junior College 
of Education, Sarojini Road, Vile Parle Bombay-56. 

82. Miss Kusum Taskar, Inspectress for the School of Mentally 
Handicapped, M.S. Directorate of Social Welfare, M.S. Poona. 

83. Mrs. Vilur Nariman Shapuorjee, Flat No. 11, Sagar Kunj, 78 
Napean Sea Road, Bombay. 

84 Mother Superior, School for Children in Need of Special Care, 
Sewri Hill, Sewri Road, Bombay-33. 

5 j S- Unvala, 103 TPS Iv, Bandra Borabay-50, 



223 


86. Mr. Goud Ramesh Madanlal, Andrologist and Speech Pathologist, 
B.M. Institute, Ashram Road, Ahmedabad-9. 

87. Mr. T.C. Jauhari, Chetna, Lucknow. 

88. Mrs. Agarwal, 7/79 Khar Danda Road, Khar, Bombay-53. 

89. Miss Roshan Gotlaseth, Speech Therapist, 16 A, Sleater Road, 
Bombay-7. 

90. Dr. Miss D. Bengalee, Counsellor, Professor St. Xavier’s Inst, 
of Education, 40 A, New Marine Lines, Bombay-1. 

91. Mr. Mohan T. Ramnaci, Tourist Agents, Vansimal Bassormal 
& Bros, P.O. Box, No. 2112, 521 Kalbadevi Road, Bombey-2. 

92. Miss Sheila Z. Kothawala, Social Worker, Rustom Bagh, H A.L. 
Road, Bangalore-17. 

93. Miss Coomi D. Bengalee, C/12 Cursrow Baug, Bombay. 

94. Mrs. Barasa Ramanujan, 61 B, Atlas Apartments, Harkness Road, 
Bombay-6. 

95. Mr. S.P. Shah, 5. Chowpatty Sea Face, Bombay-2. 

96. Dr. P.Y. Dighe, Haffakine Institute, Parel Bombay-12. 

97. Miss Giassman, C/o Vakil, 31, Turner Road, fiandra, Bombay-50. 

98. Mr. Ramesh K. Oza, Professor and Head, Audiology & Speech 
Therapy School, 6, Lila Griha, North Ave, Santa Cruz West, 
Bombay-54. 

99. Mrs. Shinma Jhaleel, Teacher of the Deaf, E.A.R. Centre, 
Punam, Napean Sea Road, Bombay. 

100. Major T. Ramachandra, Gen. Secretary, Bharat Sewak Samaj, 9-A 
Theatre, Communication Bldg., Connaught Circus, New Delhi-1. 

101. Dr, Mrs. Wanker, Nandanvan, Near Shree Talkies, Nagpur. 
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102. Miss Meera Parikh, Director, Tinker Bell School, E/8 Pannalal 
Terraces, Grant Road, Bombay-7. 

103. Mrs. Christine M. Khan, Principal, Education, Audiology & 
Research Centre, 67, Punam, Napean Sea Road, Bombay. 

104. Rev. Mother Anacleta, St. Thresa’s Convent, Santa Cruz, Bombay. 

105. Sr. Crispina, Teacher St. Thresa’s Convent, Santa Cruz, Bombay. 

106. Dr. P.M. Dagli, Pathologist, 95 Bhuleshwar Bombay. 

107. Mrs. T. Selwyn, “The Haour” School for the Retarded, Bombay-58. 

108,, Mr. Theo Moniz, C/o I.M. and E.J. Espranca Building Colaba 
Causeway Bombay-1. 

109. Mr. Paratbasarty, The Tata Oil Mills Ltd. Army & Navy Building 
Mahatma Gandi Road. Bombay-1. 

110. D.. Geo. Coelho, M.D.; M R.C.P. : Family and Genetic 
Counselling. 

111. Dr. E.P. Bharucha, M.D. (Lond.) : The Neurological Aspects 
of Mental Retardation. 

112. Dr. (Mrs.) Piloo E. Bharucha i The Pediatrician and the Mentally 
retarded child. 

113. Mrs. S.M. Sanghavi, D.P.T., M.I.A.P., Head of Physiotherapy 
Dept., J.J. Hospital. : Rehabilitation of Cerebral Palsy Cases. 

114. Miss (jlenda Lbpez, O.T.i<.. President of the Indian Association 
of Occupational Therapists : Th* Retarded Child and the Occu¬ 
pational Therapy techniques. 

115. Mrs. C. Khan, B.A., T.C.D., Dip. Aud. (Manchester) Principal 
of The Education Audiology & Research Centre, Nepean Sea Rd. 
Bombay : Training the Mentally Handicapped Deaf Child, 



116. Mr. G.T. Matta, Lecturer, Vocational Guidance at All India 
Institute of Physical Medicine and Rehabilitation, Bombay 
Vocational Rehabilitation and Sheltered Workshop Programmes. 

117. Dr. N.S. Vahia M.D., Hon. Psychiatrist G.S. Medical College 
& K.E.M. Hospital Bombay. : Problems Associated with Mental 
Retardation. 

118. Dr. M.B. Gamat, M.B.B.S., D.C.H. (Lond.) D.P.M. (Eng.) ; Hon. 
Psychiatrist M.S.W.C. Child Guidance Clinic, Bombay. ; Is 
Psychotherapy Possible and Profitable in Mental Defectives ? 

119. Dr. Alan D’souza, M B., D.G.O., D.P.M, Bombay : Case Studies 
at the Canossa Convent High School Clinic. 

120. Dr. S. Vazifdar M.D., Chairman of the Maharashtra State Branch 
of the Red Cross Bombay: The Red Cross and Mental 
Retardation. 
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MOHINDER PURI & Co. 
Chartered Accountants. 

Appendix 

Federation for the Walfare of 

Balance Sheet as 

LIABILITIES 

CAPITAL FUND : 

Balance as per last 

Balance Sheet 

7,574.68 

LESS : Excess of Expenditure 
over Income as per 
Income and Expen¬ 
diture Account 

1,298.49 6,276.19 

Due to Hony. Treasurer 

3.52 


6,279.71 


“Checked and found correct inaccordance with 


Sd /- 

CHARTERED ACCOUNTANTS 


NEW DELHI: 

DATED : 21st October, 1969 



II 

the Mentally Retarded (India) 

on 31.12.1968 

227 

ASSETS 


BANK BALANCE : 


In Savings'Bank Account : 


With National andjGrindlays 


Bank Limited. 

1,917.21 

BOOKS IN HAND: 

4,362.50 


6,279.71 


the books and vouchers presented to us” 


Sd/- 

HONY. SECRETARY 


Sd/- 

HONY. TREASURER 
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MOHINDER PURI & CO. Federation for the Welfare of 

Chartered Accountants. Income and Expenditure Account for 


To opening stocks in hand 4,811-50 

„ Delegates Fees paid Maharashtra Council 1,060.00 

„ Grant to Maharashtra Council 1,000.00 

„ Donations paid. 10.00 


„ Printing & Stationery 

(includes Rs. 2,170.13 relating to printing 
of booklets and pamphlets for free dis¬ 


tribution to various institutions) 2,278.43 

„ Postage & Telegrams 211.05 

„ Travelling & Coveyance 281.75 

„ Bank Charges 7.90 

„ Miscellaneous Expenses 35.60 


9,6696.23 

“Checked and found correct in accordance with the 

NEW DELHI : 

DATED : 21st Odtober, 1969. Sd/- 

CHARTERED ACCOUNTANTS 
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the Mentally Retarded (India) 

the year ended 31st December, 1968 


By 

Delegates Fees received 

1,060.00 

99 

Subscription received 

1,112.00 

~9f 

Donations received 

1.327.84 

79 

Interest received 

108.60 

9 9 

Sale of Publications 

426.80 

9 7 

Closing stock of books in hand 

4, 362.50 

99 

Excess of expenditure over Income 
transferred to Balance Sheet 

1,298.49 


9,696.23 

books and vouchers presented to us” 


Sd /- 

PONY. SECRETARY. 


Sd/- 

HONY- TREASURER. 
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Appendix 

ADDITIONAL INSTITUTIONS FOR 



Name and address of the Insti¬ 
tution and telephone numbers, 
if any. Arranged alphabetica¬ 
lly, state-wise, city-wise and 
then according to name of 
institutions 

Name & 
designation of 
the person-in 
charge 

Year 

of 

Establi¬ 

shment 


1 

2 

3 

ANDHRA 

PRADESH 

1. A. P. State Council for 
Child Welfare Rehabilita¬ 
tion Centre for Mentally 
Handicapped Children 
6-3-1247, “Sishugraham” 
Rajbhavan Road, Beside 
Lake View Guest House, 
Somajiguda, Hyderabad-4. 
A.P. (T. No. 33834) 

Shri Thakur 

V. Hariprasad 

General 

Secretary 

1968 


2. School for Mentally 

Retarded, Dept, of Child 
Psychiatry Niloufer Hospital 
Hyderabad. (T. No. 32564) 

Dr. 

Harishchandra 
Supdt. of 
Hospital 

1969 

DELHI 

(Union 

Territory) 

1.* Remedial Education Centre 
Central Institute of Educa¬ 
tion, 33 Chhatra Marg, 
Delhi-7. (T. No. 226774) 

Leela Premdas 
In-charge 

1967 

GUJARAT 

1. Vidya, Special School (for 
Mentally Retarded), 

84, Sharada Nagar, Near 
Vikash Gruh, Ahmedabad-7 
Gujarat. 

1. Dr. L.B. 
Takrani 
Director 

2. Shri H. 
Upadhya 
Principal 

1968 

MADRAS 

1. Balar Kalvi Nilayam, 

2, Ritherdon Road, Vepery, 
Madras City, Madras 
(T. No. 31871) 

2. I n-patiant programme for 

M. R-, Govt. Mental 
Hospital, Kilpauk, 
Madras-10, Madras. 

Miss Frances 

Johnson, 

In-charge 

Dr. D. 

Somasundram, 

Suptd. 

1969 


Note: 


Res ^Residential- Non-res=Non-re$idential, 
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Both 

Vocational 13 

5 6-12 

Rs. Free 

Telugu A. P. 

10.30 a.m. 

Programme 

years 

30 

State 

to 

to start 


to 

Council 

4.30 p.m. 

shortly 


150 

p.m. 

for 

Child 

Welfare 


Non-res., 

Educational 10 

2 5-10 — 

Free English 

Hydera¬ 

9 00 a m 

clinical, pre- 

years 

Marathi 

bad 

to 

vocational & 


Telugu 

Round 

1.00 p.m. 

research 


& Hindi 

Table 

Non-res., 

Remedial 6 

4 3-14 — 

Free 

Semi- 

2.00 p.m. to 
4 00 p.m. 
(Thrice a 
week 

education, 
clinical & 
research 

years 


Govt. 

(ncert) 


Non-res., Educational 2 8 

11.00 a.m. pre-vocation- 
to al, clinical 
4.30 pm. & research 


5-20 — Rs. 10 Gujarati Private 

years (adm.) 

. 40 
(class) 

6 

(term) 


♦Non-res., 
9.45 a.m. 
to 

3,00 p.m. 

Educational 3 
& 

Counselling 

2 7.-10 — 

years 

Rs. 

20 

p.m. 

English Private 

*Res. 

Educational, 47 
clinical, 
research & 
medical 
treatment 

16 5-17 

years 


Govern¬ 

ment 














232 


Appendix tit 



1 

2 

3 

3.* 

Ishwar Prasad Dattatreya, 
Orthopaedic Centre 
(Andhra Mahila Sabha) 

For Education & Rehabi¬ 
litation of Children, 

3, Adyar Bridge Road, 
Madras 28, Madras. 

(T. No. 73252) 

Dr. R. I. 
Srinivasan 
Orthopaedic 
Surgeon, 

Miss Usha 

Kothari, 

in-charge 

1960 

MAHARA- 1. 
SHTRA 

Special Class, Canossa 

High School, Mia Chotani 
Road, Mahim, Bombay-16 
D.D. Maharashtra. 

(T. No. 63253) 

Rev. Mother 
Jospehine 

Trezzi 

1967 

2. 

Special Class, 

Convent of Jesus & Mary, 
Clare Road, Byculla, 
Bombay-8 B. C., 
Maharashtra. 

Sister 

Mary 

Xavier, RJM, 
In-charge 

1969 

3. 

Nagpada Neighbourhood 
House, School for Mentally 
Defective Children, 

Sophia Zubar Road, 

Byculla, Bombay-8 B. C., 
Maharashtra. 

Mr. P. R. 

Gaekwad, 

Director 

196 6 


(T. No. 372571)* 



MYSORE 1. 

Gandhi Memorial Mentally 
Retarded Children’s School, 
Indian Red Cross Society, 
South Kanara District 
Branch, Wenlock Hospital 
Compound, Mangalore, 
Mysore. (T. No. 5006) 

Dr. K. B. 

Shetty. 

Chairman 

1966 

PUNJAB 1. 

Sheltered Workshop for 
Mentally Handicapped 
Persons, 3039 Sector 

19-D, Chandigarh. 

(Union Territory) 

Shri S. K. 

Gupta 

Hon. Secretary 

1967 


♦Revised because of delayed opening see F.W.M.R.’s 




(Contd.) 


2 & 


4 • 5 


6 7 

8 

9 

10 

Both. Educational 

5 in 

5-13 



Private 

Non-res., (for residents 

all 

years 




8.00 a.m. only) Medical 


(res.) 




to rehabilitation 


below 




3.15 p.m, clinical, 


5 years 




research & 


(non- 




pre-voca- 


res. 




tional 






Non-res., Educational, 

2 

10 Not — 

Rs.15 

English 

Private 

9.30 a.m. & clinical 


deci¬ 

p.m. 



to 


ded as 




12 30 p.m. 


it is a 






pilot 






project 




Non-res. Educational 


3 6-12 — 

Rs.50 

English 

Private 

11.00 a.m. 


years 

p.m. 



to 






3.30 p.m. 






Non-res. Educational 

4 

3 6-16 — 

On 

English 

Private 

10.00 a.m. & Clinical 


years 

sliding Marathi 


to 



scale 

& Hindi 


12.00 p.m. 






Non-res. Educational, 

4 

4 6-12 — 

Free 

Kannada 

Private 

9.00 a.m. medical and 


years 




to clinical 






5.00 p.m. 






Non-res. Vocational, 

9 

— Prefe- — 

Nil 

Hindi & 


9 , 30a.m. productivity 


rably 


Punjabi 


to & clinical 


over 18 




5.00 p.m. 


years 





pamphlet No. 7 p-6. 
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1 

Appendix III 

2 3 


2. B.S S. Sehool for Mentally 
Handicapped Children, 
4-Lake View, Nangal 
Township, Punjab 

Mr. Vinod 

Bala In-charge 
(Hon) 

1967 


CHANGE IN ADDRESSES 



DELHI 

School and Home for 
Mentally Retarded Persons 
C-42 Maharani Bagh 

New Delhi. (Tel. 77706) 

Same 

Listed as 

Same 

GUJARAT 

Sharada, School for Men¬ 
tally Retarded Children, 

Seth Maneklal Mansukh- 
bhai’s Khanpur, Bunglow 
Near Patel’ Society, 
Ahmedabad-1, 

Gujarat. (T. No. 54726, 54727 
54728-B.M. Institute) 

Same 

Listed as 

Same 


MAHARA¬ 

Society for the Vocational 


Listed as 

SHTRA 

Rehabilitation of the 

Retarded, Khilachand Man¬ 
sion, 1st floor, 298 Princess 
Street, Bombay-2 B.R. 
Maharashtra. (T. No.366236 
Mrs. Divatia) 

Same 

Same 

UTTAR 

PRADESH 

Chetna, School for Children 
in need of Special Care, 

B-8 Nirala Nagar, Near 
Ramkrishna Mission 

Hospital, Lucknow-7, U.P. 


Listed as 



( Contd.) 

4 _5_ 6 7 _8_9_ 

Non-res. Educational, 12 2 Up to Rs.10 Hindi & 

9.00 a.m. vocational 18 p.m. Punjabi 

4.00 p.m. & recrate- years 

Soon resi. ional 
facility 
planned 


No. 6 under Delhi in F.W.M R.’s pamphlet, No. 7. Same 


No. 4 under Gujarat in F.W.M.R.’s pamphlet, No. 7. 


Non-res. 

Addition¬ 

28 12 3-6 Rs.10/- 

9.00 a.m. 

ally Voca¬ 

years Rs.30/- 

to 

tional & 

p.m. & 

3.30 p.m. 

Recrea¬ 

snack 

& 

tional 

fees 

3.30 p.m. 

now 

(half 

to 


day) 

5.00 p.m. 


Rs.20/- 

for play 


p.m. 

group 


(full 



day) 


No. 10 under Maharashtra in F.W.M.R.’s pamphlet, No. 7. 

10.30 a.m. Same 30 — — Free Same 

to now 

4.30 p.m. 


235 

10 

Govt. 

aided 

(Bhara 

Sevak 

Samaj 


Same 


Same 


Same 


No. 4 under Uttar Pradesh in F.W.M.R.’s pamphlet, No. 7, 
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_1_2_ 3 

INSTITUTIONS OPENING 
SHORTLY 


MADRAS 

Institute of Pediatrics, 

Govt. General Hospital 
Madras-13, Madras, (Not 
yet opened). 


See F.W. 

MAHARA- 1 . 
SHTRA 

Special Class St. Theresa 
Convent, Santa Cruz, 
Bombay, Maharashtra. 



2. 

Special Class, Apostle 
Carmel High School, Hill 
Road, Bandra, Bombay 

50 A.S., Maharashtra 

June (1970) 


MYSORE 

Workshop for Mentally 
Retarded, C/o Baldwin 

Girl’s High School, 
Richmond, Road, 
Bangalore-25, Mysore. 

(to be located in Richmond 
town) 

Inquire of 
Miss Anne 
Tillou 


PUNJAB 

Special Class for Mentally 
Retarded Children, Govt. 
Higher Secondary School, 
Jullunder, Punjab. 

(Not yet opened). 


See F.W. 

MAHA- 

RASTHRA 

Closed 

Maryvale, A Class for 
Exceptional Learners, The 
Shelter, North Avenue, 

Santa Cruz (West) 
Bombay-54 (A.S.), 
Maharashtra, 

(T. No. 531870) 

Closed in 

December 

1968 

Listed as 
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4 5 6 7 8 9 10 


M.R.’s pamphlet, mo. 7—p. 14. 


M.R.’s pamphlet. No. 7 p. 14. 


No. 6 under Maharashtra F.W.M.R.’s pamphlet, No. 7, p. 6. 
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